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DANKWOORD
Een proefschrift lijkt soms het werk van één persoon. In ieder geval is dat iets
wat van dit proefschrift niet kan worden gezegd. Dit proefschrift is een
product van samenwerking. Samenwerking met "het veld". Samenwerking
binnen een variabele en soms kleine groep van medewerkers op het project. En
samenwerking met de vele adviseurs, die mij in de vêle kanten van het
onderzoek hebben ondersteund en mij op ideeën brachten ten aanzien van -
"alweer nieuwe" - analyses. Allereerst het "veld". Zonder de bereidwillige en
geduldige inzet van de leden van het team van de Sociaal Psychiatrische Dienst
was dit onderzoek er niet geweest. In de verschillende fasen van het onderzoek
hebben zij meer dan 300 patiënten met het onderzoeksteam besproken en in
totaal 726 vragenlijsten van allerlei soorten en maten ingevuld. In het centrale
gedeelte van het onderzoek waren 56 patiënten zo vriendelijk zich door mij en
mijn medewerkers doorgaans in drie gesprekken uitvoerig te laten bevragen
over hun levensloop, het functioneren in het huidige leven en de effecten van
hun ziekte op het functioneren. Dit ailes heeft mij de mogelijkheid geboden het
onderwerp van dit proefschrift van vele zijden te benaderen.
Dan de samenwerking binnen de variabele projectgroep. Allereerst zijn daar
mijn beide promotoren, Marius Romme en Hans Philipsen. In Marius heb ik
een geduldige en scherpzinnige (her- her- her) lezer van vele tientallen
concepten van artikels, hoofdstukken en vragenlijstconcepten getroffen. Je
voortdurende bijsturing als hulpverlener en man van de praktijk heeft het
project met name in de laatste jaren een flinke stimulans gegeven. Hans was de
drijvende kracht op de achtergrond die met name essentiële beslissingen rond
de opzet van het hoofdonderzoek heeft helpen nemen. Die de uitvoering van
het onderzoek heeft helpen entameren. Ook in mijn huidige werk in nieuwe
projecten blijft Hans een goede en scherpzinnige adviseur op de achtergrond.
De prettige samenwerking en jullie vertrouwen in mijn capaciteiten heeft mij
gestimuleerd het gekozen pad van onderzoeker verder uit te bouwen en te gaan
werken aan een praktische toepassing van dit getheoretiseer. Gelukkig werd
jullie vertrouwen ook gedeeld door het Nationaal Fonds, zodat we momenteel
verder werken aan het vervolg.
Natasja van de Weg was mijn eerste studentassistente, die in een nog zoekende
fase van het onderzoek een onmisbare rol heeft gespeeld in het structureren
van de creatieve en wel eens chaotische discussies met Marius Romme. Nadat
het budget Natasja's aanwezigheid niet meer kon trekken heeft Sandra Escher
vervolgens in de uitvoerende fase van het onderzoek de interviews met de
hulpverleners verder op zich genomen. Daarnaast is zij steeds diegene geweest
die mij hielp kijken naar de positie van de patient. Haar adviezen hielpen mij in
het simplificeren van mijn soms vage en abstracte ideeën en formuleringen.
De derde schakel in deze keten van assistentes vormt Wiesette Krol. Wiesette's
nauwkeurigheid en consequent doorzettingsvermogen in het op orde brengen
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van aile cijfertjes heeft mij veel tijd bespaard en mij de ruimte gegeven het
schrijfwerk aan dit boek te beginnen. Ondertussen is het nu ook twee jaar
geleden dat Alex Buiks het onderzoeksteam versterkte. Dankzij je goede
persoonlijke band met "het veld" konden we voldoende patiënten samplen om
ook nog wat te kunnen rekenen. Daarnaast waren de discussies met jou rond
théorie en praktijk een goed klankbord voor mijn eigen werk. Het bracht me
op ideeën en dwong mij soms om zaken te herzien. Deze discussies vormen de
basis voor de vervolgstudie.
Tenslotte, de adviseurs, steuners en hulpjes. Het formele en informele support
netwerk. In de beginfase hebben Hub Hamers en Herro Kraan een duidelijk
stempel gedrukt op de gekozen werkwijze in de verscheidene fasen van het
onderzoek. Hub was vooral een wegwijzer en leermeester in de sociologie en
méthodologie. Herro was een altijd bereikbare en onmisbare vraagbaak waar
het neerkwam op instrumentontwikkeling. In Gerard van Breukelen heb ik een
praktisch gerichte statisticus gevonden die mij veel geleerd heeft over de
relativiteit en interpreteerbaarheid van een aantal van de meer complexe
analyses. Ate Frans de Bruin was tot slot een nuttige hulp in het aanleveren van
kennis, niet alleen ten aanzien van zijn eigen specialiteit, de Sickness Impact
Profile, maar ook ten aanzien van mijn eerste pogingen met factor en ander
correlationele analyses.
Als belangrijke factor in de achtergrond wil ik op deze plek enige ruimte vrij
maken voor Luc de Witte. Luc is op verschillende momenten door de jaren
heen een klankbord geweest. In noodgevallen of moeilijke momenten was je
niet alleen een persoonlijke steun die mij - ook letterlijk - voeding gaf, maar
was je bereid een kritische en bij tijden confronterende blik te werpen op soms
inderhaast opgestelde concepten dan wel warrige "definitieve" versies.
De leden van de beoordelingscommissie hebben een belangrijke bijdrage
geleverd in het completeren van het eindproduct. Hun suggesties hebben vooral
de structuur en de zorgvuldigheid van de presentatie in zowel het theoretische
als het praktische deel van het boek sterker gemaakt.
Dennis Bailey, Bob Wilkinson, Carolien Dijkman en Simonne Delnooz dank ik
voor de correcties en aanvullingen op mijn soms haperend Engels taal gebruik.
Waar mijn denken soms stappen oversloeg dan wel verzandde in vaagheden,
spoorden zij de hiaten adequaat op. Elly Meij dank ik, tenslotte, voor het vele
werk dat zij zowel ten aanzien van data-invoer, de organisatie van mijn
administratie, als ten aanzien van dit en andere manuscripten voor mij heeft
gedaan. Elly, de samenwerking heb ik altijd als zeer prettig ervaren. Ik hoop
dat we op deze voet verder mogen gaan.
Een essentiële morele steun komt van mijn moeder. Op moeilijke momenten
was zij bereid mijn zorgen tot de hare te maken, zodat ik weer verder kon.
Eric Noorthoorn, 7 november, 1993
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The first part of this book consists of two introductory chapters which are
devoted to the background of the study. Chapter 1 presents the general
perspectives, deals with the philosophical and historical background and also
presents the results of some preliminary qualitative studies. Chapter 2
describes the practical application of the instrument we developed to measure
social role development. A single case history is presented (Noorthoorn et al.,
1991 and Noorthoorn et al., submitted 1992).
This part presents what the study is about. Those readers mainly interested in
the mental health care aspects of the study should read Chapter 2, which
contains a description of the practical application of the instrument.
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1.1 The aims and scope of this thesis ' *' ' **
The aim of this thesis is to describe and measure the degree of social
integration of a socially less adapted population of the chronic mentally ill.
The study resulted in an instrument to measure social role fulfillment and its
development: the Social Role Performance and Development Inventory
(SRPDI, Noorthoorn et al., 1991). Current research and knowledge in
psychiatry provides abundant information relating the disorder to the direct
effect on the social position of the individual (for an overview, de Jong, 1991).
Only recently have efforts been aimed at the implementation of research
instruments in the daily practice of mental health care (for an overview
Anthony & Liberman, 1986; for the Dutch setting: Baars et al., 1990; de Jong
& v.d. Lubbe, 1991). Few - theoretically substantiated - efforts have been
made to develop instruments relating the social position of the individual to the
long-term, lifetime development of the chronic mental illness (Hill, 1989;
Hàfner et al., 1992). This study describes one of these efforts. Some
sociological concepts are translated in such a way that professionals are
provided with an operational questionnaire covering the difficult process of
the development of social integration. The focus of this study is threefold:
1 to develop an instrument which relates the current degree of social
integration to the lifetime development of social adaptation;
2. to fit this instrument into a simple and understandable theoretical
framework;
3. to construct the instrument in such a way that less extensively trained
professionals may be encouraged to apply it in their daily practice in the
resocialization of the chronic mentally ill in ambulatory care.
This chapter deals with the general theoretical perspective and the main
questions of this study. The current study is embedded in a une of research.
We first present some background information of this line of research (§1.2,
and §1.3), followed by a short review of the state of the art in rehabilitation
research and care (§1.4 and §1.5). We then present our frame of reference
(§1.6), followed by the general perspectives and the main questions of this
study (§1.7 and §1.8).
1.2 Following a tradition
The study presented here is a project in a line of research which is focused on
the chronic mentally ill (Escher et al., 1987; Romme et al., 1987; Baars &
CHAPTER 1
Uffing, 1987, 1988; Honig, 1989; Noorthoorn et al., 1991). The department of
Social Psychiatry of the University of Limburg, in cooperation with the
Community Mental Health Services of Maastricht, the Netherlands, is engaged
in different studies aimed at professionalization of care. These studies all deal
with various levels of functioning of the chronic mentally ill. The research
program, focused on the chronically mentally ill, was based on a global
inventory (Romme et al., 1981; Honig et al., 1987). A number of studies were
performed. Of these, we will describe two pilot studies leading to this specific
study. In this paragraph we will describe the global inventory and in
paragraph 1.3 the two pilot studies that preceded the current study.
In a study carried out between 1982 and 1984 (Radstake, 1985) and aimed at
the development of health care for the chronic mentally ill, 100 extensive
problem analyses (P.A.) were constituted following a semi-structured
inventory covering 3 main aspects:
1. the patient's psychiatric history;
2. the patient's 4 levels of functioning: the somatic level, the individual level,
the micro social level and the meso social level; . .... -.,.
3. the patient's competence. s
The P.A. has been designed as a practical treatment-oriented instrument. Its
manageability by all workers in a multi-disciplinary psychiatric team was one
of the major goals. It is neither a research instrument nor a rating scale but
serves as an inventory with open-ended questions, to be completed within the
first three months of regular patient care. The somatic level covers physical
disease and complaints. The individual level covers the individual's problems
in terms of the DSM-III and refers to possible psychological developmental
disorders. It is accompanied by a guideline for taking a biographical history
following the stages described by Erickson (1963). The micro social level goes
into a description of the problems in the interaction of the patient with his
social network. It contains not only an overview of the number of social
contacts or of difficulties within social contacts, but also an extensive analysis
of the functional characteristics of the network (Baars et al., 1990). The meso
social level covers the level of integration of the individual within society (for
example, vocational history, coping with institutions, living up to
expectations). In effect, this level covers the particular position of the
individual within society.
The organization of the four levels (Figure 1.1) is developed from the more
intricate and differentiated, but less practical taxonomic hierarchy of Cooper
(1981), and follows concepts similar to those of von Bertalanffy (1950). Level
1 of the P.A. covers the first three ranks defined by Cooper: the anatomy, the
physiological homeostasis and neurological functions and physiologically
steered behavior as eating, drinking, sexual arousal, etc. Level 2 covers the 4th
rank defined by Cooper, the control of the individual over his direct
environment, as well as his response to the direct environment. Level 3 covers
INTRODUCTION AND HISTORY
Cooper's 5th rank, over the dyadic relations with the direct environment.
Level 4 covers Cooper's 6th through 8th rank; the roles and expectations
within a small group and affiliation to social and cultural groups. Cooper's 9th
rank, the metaphysical, is left out of analysis. Level 1 of the P.A. has been
investigated by Honig (1989). Level 3 of the P.A. is under investigation by
Baars & Uffing (1988, 1990). . , . , . ,
Figure 1.1 The system-theoretical model (Honig et al., 1987).































































This thesis focuses on a development of level four of the P.A. Prior to the
current study a number of efforts were made to systematize the information
gathered in level 4 (Romme, 1987). After these preliminary studies, we chose
to operationalize the fourth level of the P.A. into a practicable instrument to
be used by mental health professionals in their analysis of the patient's social
integration in terms of social roles and living up to expectations. In the next
paragraphs we will present the results of these preliminary studies. In the
paragraphs thereafter we will explain why we made the effort to develop a
new instrument, instead of relying on current instruments.
1.3 Preliminary studies
In 1986 and 1987 two pilot studies were performed to systematically evaluate
information gathered on level four of the P.A. These were qualitative studies
aimed at identifying similarities between groups of patients (Romme, 1987).
CHAPTER 1
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The first effort on the fourth level concerned the systematization of the
information gathered by means of 100 problem analysis protocols (Honig et
al., 1987). That study covered a random selection of 541 patients in care in
1982-1984 (Escher et al., 1987). One of the studies following that study was
directed at the development of a classification of diagnostic categories
according to social position. A qualitative description of the information
gathered on level four of the problem analysis inventory was made. The cases
were categorized according to marital status and gender. It was assumed that
unmarried men, unmarried women, divorced men, divorced women, married
men and married women hold social positions with which different role
expectations are associated. The individual has only a limited amount of
influence on these role expectations. In evaluating the role expectations the
social position achieved by the individual was described first. Was it, in respect
of responsibilities, the position of a child, young adult, adult or elderly? In
respect of vocational status, was it the position of director, middle
management, subordinate, or patient? ^ i > r
The case descriptions were then evaluated on differences or resemblances the
following aspects: ;, ; v - :
1. age and phase of life at onset;
2. difficulties in keeping or gaining a rewarding position in society after onset
of care, for example in work, as a spouse, as a parent, or otherwise;
3. dependence on care.
After evaluating the achieved social position, difficulties in achievement were
related to type and chronicity of the psychiatric behavior. 13 groups were
distinguished (appendix no. I). Comparison of the different groups made it
clear that in fact certain social roles are associated with the patient's social
position, and that the fulfillment of these roles is related to age and phase of
life at onset of mental health care. One of the groups comprises the unmarried
men. Romme et al. (1987) observed that patients in this group mainly have
difficulties in the developmental transition from either child or young adult to
adult. As a psychotic or a neurotic having been labeled mentally ill, many of
this group have never had a successful partner relationship. They only partly
succeeded in their professional career and often barely seem able to function
independently in social situations.
7.5.2 Second e/Jorï
In a second pilot, the implications of the group differentiation in terms of need
for care (as identified by the professionals; cf. Stevens, 1986) was studied.
108 descriptions of case histories of newly referred clients, in care for a
period of between half a year and a year, were made and compared with the
groups distinguished above. Inclusion criteria were formulated for each group.
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The research procedure consisted of the following steps: I
1. Into which group can a specific case be categorized on the basis of age, sex
and marital status at onset of patient career?
2. To which extent does the case history fit the inclusion criteria as formu-
lated in the group descriptions?
3. To which extent does the case history differ from these criteria?
4. To which extent are the criteria clearly formulated, and do they have any
relevance in distinguishing groups on according to their treatment needs? , «
81 patients were considered to fit in the criteria. 15 of the 27 patients who not
fit were diagnosed manic dépressives. In most of these cases, the psychiatric
disorder could not be related to any change or relapse in achieved social
position. In fact, the illness had led to a chronic dependence on medication and
an infrequent primarily preventive contact with the professional only to cover
the threat of backlash and to evaluate the effect of the medication. Of the 81
patients, 59 could be consistently placed into a specific group. The following
groups were regarded as most recognizable:
1. a group of unmarried men at onset, who had a psychotic decompensation in
adolescence (n=15). These men never succeeded in establishing an intimate
relationship with a girl or in becoming intimate sexually;
2. a group of married men at onset, exhibiting somatic fixation as their
primary complaint (n=16). This fixation is interwoven with long-standing
work-related problems. Loss of work being embedded in an increasing
complex process of negative interrelations between task fulfillment and
somatic complaints;
3. a group of unmarried women at onset (n=8), with a history of difficulties
emerging around puberty. Coming from problem families, they
experienced many conflicts at an early age, left home when they were
young, or reacted with withdrawal within their context. Having had a
chaotic youth, they display a high energy level and an impulsive
personality, moderately structured and hardly functional in work, sports,
or community service;
4. married women at onset, who no longer can or are willing to comply with
the expectations that are part of the loving, caring role attributed to the
married woman (n=ll). These women experience little satisfaction in the
intimate relationship with their husband, die marriage is also burdened by
external or internal stressors, and the women can rarely compensate for the
experienced burden within their lives. They subsequently react with a
depression or develop a paranoia;
5. elderly single women at onset of illness, either widow or never married
(n=9). These women have had a fulfilling professional or family life in the
past, but now encounter total isolation. Having lost all contact with any
external environment, they withdraw in paranoia or delusion, they only




These preliminary investigations led to the conclusion that role performance
and achieved social position are important factors in dependency on care and
the development of a relapse. An important finding is that similarities between
patients can predominantly be found in similar patterns of social functioning.
Within each group, we observed a rather limited range of psychopathology.
The main conclusion was that the process of deterioration was comparable
between members of a given group. This finding determined the choice to
develop an instrument with which the process of social development in
particular can be described in a reliable and valid way and which takes
retrospective distortion into account. s => . « s.,i, i^«: >,K, i
1.4 The state of the art ; ' . - / * • •
Within the last several decades, a consensus has developed about what
constitutes a conceptual model for rehabilitation and its underlying philosophy,
as well as what constitutes appropriate rehabilitation practice. The conceptual
model was introduced by leaders in physical medicine and rehabilitation and
later extended for the mental health disciplines (Anthony, 1980, 1982). Both
physically and psychiatrically disabled persons exhibit disabilities in social
functioning; handicaps in role performance; needs for a wide range of
services, often for a long period of time; and frequent failure to experience
total recovery. Rehabilitation of psychiatric disorders, as with physical
illnesses, begins when the pathology and the impairments of the acute stage
stabilize. In cardiac rehabilitation, intervention begins after the myocardial
infarction and the associated pain and stress have been resolved. Similarly,
rehabilitation of schizophrenia begins when the acute and florid psychotic
symptoms recede or stabilize. Even if the symptoms persist, rehabilitation can
proceed within the limits of the individual's capacity to respond to training and
supportive interventions (Anthony et al., 1983). The classification and
consequently the research models in physical medicine are built upon three
central concepts, impairment, disability and handicap (Figure 1.2).
Figure 1.2 Causal sequence of the ICDIH - model
disease —• impairment disability handicap
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If an impairment is not cured or corrected, and the individual does not return
to what may be regarded as normal, a disability is the outcome. Disability
refers to the restrictions in the individual's ability to perform a function. The
disability may or may not limit the ability to perform a social role. The
disability, thus, leads to the level of "handicap": the social disadvantage which
may arise from disability .When we translate this model to psychiatry, some
problems arise. For most of the disorders, the pathology is unknown. The
impairment, defined within the criteria of a specified syndrome diagnosis of
the DSM-III, refers to a combination of (a number of) behavioral deficits with
a specific course. Especially at the levels of "disability" and "handicaps",
recent studies in the field of social psychiatry question whether the simple
linear model provided in the International Classification of Disabilities,
Impairments and Handicaps may be applied in psychiatry (Wiersma, 1986;
Hâfner et al., 1992; for an overview, de Jong, 1991).
A conceptual problem is that deviant behavior relates to all three levels of this
model. The negative symptoms of schizophrenia indicate the incapacity to
communicate, and may be caused by lesions at a neuroreceptive level. The
negative symptoms determine the definition of the disease schizophrenia.
However, the negative symptoms are in fact a disability: the absence of
communicative behavior. In the meanwhile, the real cause of the impairment is
unknown. Several question marks arise (Figure 1.3).








In effect, the same observation defines both an impairment and a disability. At
the same time, we do not know what really determines our observation. In the
course of mental illness cause and effect shift to and fro. Causal relations may
well be the other way around. The handicap (social isolation) may in fact cause
the disorder. We may indeed ask ourselves whether we can expect the DSM-III
and the ICDIH, or their offspring, to provide a full and detailed model
separating the cause clearly from the effect of the disorder in terms of social
functioning. Developed as global tools for classification, and based on a non-
theoretical consensus between expert professionals in the field of medicine and
psychiatry over the course as well as the individual behavioral effects of the
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disorder, these instruments are not necessarily concerned with a description of
everyday human social functioning. They follow a psychiatric frame of
reference, which is focused on the observable behavior of the individual.
Consequently, interventions usually focus on idiosyncratic behavioral targets,
targets which are then monitored for decisions to continue, change or
terminate the interventions (Anthony & Liberman, 1986).
Recent developments in psychiatry stress the need to integrate other frames of
reference, relating behavior to the social context (De Vries, 1992) and
socialization processes (Grob, 1981; Galligher, 1987; Hill, 1989), and to
develop a theory on the judgment of social behavior (Wykes, 1986; Wiersma
et al., 1988; Wing, 1989). Concerning the chronic mentally ill, a number of
current studies advocate the importance of understanding when and how the
disorder really begins. Retrospective assessment of longer time intervals has
been the goal of recently developed instruments for the lifetime assessment of
psychopatholgy such as the 'Schedule for Affective Disorders and
Schizophrenia', S ADS (Endicott & Spitzer, 1978), the 'Past and Present State
Examination' (McGuffin et al., 1986) and the 'Composit International
Diagnostic interview', CIDI (Robins, 1985). Two instruments focus on
lifetime development of psychopathology as well as on social adjustment or
social role performance: the Adult Personality Functioning Assessment (Hill,
1989) and the Interview for Retrospective Assessment of the Onset of
Schizophrenia, IROAS (Hafner, 1992). Studies on the reliability and validity
of time-oriented items in these instruments indicate that the retrospective
evaluation of major life events, psychiatric symptoms and social effects is
possible and show a satisfactory reliability.
Information from people who are important in their life, and pinpointing
change to significant moments in life, such as the death of a family member or
the beginning of occupational training, optimizes the quality of the assessment
(Wittchen et al., 1989). Hâfner's study (1992) shows a powerful reliability on
several indicators of social adjustment, irrespective of the time gap between
interview and remission. However, these instruments have little practicability
for mental health professionals, being highly complex (upto 240 and 168
items), and needing psychiatric expertise and extensive training. These
instruments have little flexibility in relating the interview to the particular
individual's circumstances, as they are highly prestructured (Patton, 1987).
Until now, a systematic and practical inventory assessing the main problem
areas in the daily life of the chronic mental patient has not been available. The
two most important instruments in this domain (the Social Role Performance
schedule, SRP, Hurry & Sturt, 1981; the Groningen Social Disability Schedule,
GSDS, Wiersma et al., 1988) focus on the assessment of current behavior.
Other instruments which trace the development of social functioning in
psychiatric patients on an individual level (e.g. Strauss, 1981) require a time-
consuming and often inefficient assessment.
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Reviewing the instruments at the starting point of this study in 1988, with our
objectives in mind, we concluded:
1. insofar as the instruments covered aspects of lifetime development, they
were not simple and understandable and did not relate to any theory on
socialization or normal human development. Most of the instruments
focused on the social impact of specific disorders;
2. insofar as the instruments covered aspects of social integration they did not
cover aspects of lifetime development;
3. none of the instruments provided a practical framework for professionals.
Next to these problems we also encountered problems related to the level of
detail of the information gathered and the coding systems applied in these
instruments. A full overview of these comments is presented in Chapter 5. To
clarify some choices we made in the current study, we will discuss our frame
of reference after reviewing the frame of reference currently applied by most
professionals.
1.5 The professional's options - a need for systematic inventories
In clinical psychiatry, releaving symptoms is the main goal. Rehabilitation
medicine, and in effect its psychiatric offspring, the care of the chronic
mentally ill (either ambulatory or inpatient), aims at something essentially
different. It aims at normalization and optimalization of functional disabilities
given the impairment (de Witte, 1991). This is not brought about by a single
focus on the disorder and symptomatology, but requires a more extensive
evaluation of the individual's capacities in relation to the facilitation of
initiative and social interaction in the personal environment. The main
problems of the chronic mentally ill are related to ongoing difficulties in
interaction, preserved and not relieved by care focused on remission of
deviance instead of on use and facilitation of talents and capacities within the
patient (Bachrach, 1980). These ongoing difficulties in interaction are such
that the patient himself, or the social environment, feels a need to present the
problems to a person outside this environment. A need is felt to visit a
professional problemsolver, consequently a mental health professional. The
professional subsequently translates the problems into his own frame of
reference, mostly in terms of the extent of deviant behavior, a diagnostic
category or individualized psychological explanations of the behavior. He
combines this with often chaotic presentation of the history and needs by the
patient and thus formulates a therapeutic plan. The core of the therapeutic plan
is what the professional regards as relevant does not necessarily relate to the
problems experienced by the patient (Rotteveel & Uffing, 1988).
In dealing with the chronic mentally ill, on the one hand the complexity of the
presented problems and a "therapeutic immunity" may lead to staff burnout
(Lamb, 1979a, 1979b), while on the other hand simple and effective
interventions may remain unused, notwithstanding extensive psychotherapy
(Baars & Romme, 1984). Diagnostic instruments such as the DSM-III or its
11
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offspring rarely focus on difficulties in interaction but focus on (dis)behavior
as a symptom, an effect of a disorder. The medical frame of reference remains
the focus of attention: a disorder emerges, the disorder leads to difficulties,
medication relieves effects of the disorder, and cure is brought about by
changing the cause of the disorder. However, in the chronic mentally ill,
especially in ambulatory care, therapeutic action lies almost entirely within the
domain of social interaction with others.
Honig (1989) therefore argues that loss of information using this main "Classic
medical" frame of reference is too large to be either effective or practicable in
ambulatory care. In a hospital setting, this classical frame of reference seems
to have more effect. But then the patient is isolated from the environment
causing most of his problems: his own natural setting. After discharge, patients
quite show a relapse. The risk of this relapse is quite often a burden for the
institutional psychiatrist, causing reluctance in resocialization efforts
(Haveman, 1982). For inpatient and ambulatory care, new tools need to be
developed, with a focus on the integration of the individual in his own
environment (Anthony & Liberman, 1986).
1.6 Frame of reference: social homeostasis
The philosophical basis of this thesis is the relationship between cause and
effect in psychiatry. It is derived from what Querido (1956) has described as
the social homeostasis mechanism. This mechanism describes how the
equilibrium between an individual and society is influenced. Querido states:
"Befween env/ronmenf and /ncf/V/tfua/, soc/efy /nfervenes. Therefore fhe
/nd/V/c/ua/ has to ffnd an equ/7/br/um befween h/mse/f ancy tf?e forces acf/ng /h
soc/efy. Soc/efy came /nto £>e/ng because rts members are w/7//ng to pay w/fh
/ntf/V/tfua/ dependence, to sacr/f/ce freedom for secur/fy. // for fne /nd/V/dua/ fhe
soc/a/ pressure becomes too heavy, he has no feedback to read/usf soc/ëfy.
H/s on/y means to ma/nfa/n fhe ec7u/7/br/um /s to read/usf h/mse/f. H/s ofher
cbo/ce ;s to g/Ve up h/s membersh/p or soc/efy, to p/ace h/mse/r oufs/de soc/efy,
e/fher as a cn/n/na/ or as a s/clf or /nsane person, or as a marg/na//y //V/ng
/ncZ/V/dua/. /£ however, fhe /nd/w'dua/ /n fne c/rcumsfances menf/oned above
succeeds /n ma/c/ng use or fhe same mechan/sms fhaf broughf soc/efy /nto
be/hg, /f he succeeds /n un/f/ng h/s /nd/wdua/ fendenc/es w/fh fhose of ofhers,
fhen /f ;'s poss/b/e to creafe a feedback-force wh/ch ;s sfrong enough to
/nffuence fhe soc/a/ forces and wh/ch fherefore may change fhe soc/a/
egu/y/br/um ;n such a way fhaf /f becomes more accepfab/e to h/m and Ws
group. 777/s mechan/sm ;s: soc/a/ homeosfas/s".
In the social homeostasis theory the model of a circular causality is for the
first time introduced in social psychiatric thinking. Querido applied the
principles of homeostasis, known from physiology, to the interactions of the
individual and his environment. In the interaction with the environment, the
individual and the environment always seek an equilibrium, in a physical, a
psychological, or a social sense. Disruption of the equilibrium always induces a
compensatory mechanism. The mechanism is at first regulative within the
12
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individual's own perceptions; when these are insufficient, the regulation is
imposed on by the environment.
The environmental regulation can be complementary (supportive and caring)
or non-complementary (repulsive or rejectory). Psychiatric illness is then
regarded as displacement of social integration. According to Querido, when
people are unable or do not want to meet other's expectations over a prolonged
period of time, they place themselves outside society. Since the individual is
not capable of changing the society to which he belongs, his only choice is
either to adapt to that society or to give up his membership in it. The
implication of Querido's concept of illness as a displacement of social
integration is that, in dealing with patients, professionals have to realize the
limitations imposed by the means they try to apply in therapy. A change in
behavior may indeed be brought about in the therapeutical setting, but is by no
means successful if it cannot be brought into effect in daily life. Social
rehabilitation in this way therefore has two options:
1. either to change the patient in such a way that he is able to take up his
membership in society;
2. or to change the forces that forced him to give up his membership.
The consequence of this philosophical point of view is that health may be
conceived as a special state of an unstable equilibrium between the individual
and society. The disorder, seen in this way, becomes an interactive result of
this state. The disorder can be seen as a displacement of social integration.
According to the social homeostasis mechanism, the causal relationships should
be adjusted as following (Figure 1.4).












This way of reasoning makes it important to connect rehabilitation with social
integration in a more differentiated way. In the above model, the individual
incapacity - the impairment - determines both the societal limitations (reactions
in the environment) as expressed in the handicap, as well as the functional
deficit (the observable performance) as expressed in the disability. The
variables in the model are interdependent. The functional deficits are
13
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determined by social integration. The social integration is determined by the
functional deficit. In the development of an instrument relating social
integration to lifetime development we will have to focus on an
operationalization of the development of the functional deficit and a
description of the social integration. In the next paragraph we present a
summary of our perspectives
1.7 General perspectives
This thesis focuses on a more detailed development of level four of the
Problem Analysis (Honig et al., 1987): the evaluation of the interaction of the
patient with society by professionals. The degree to which a patient is able to
function in his community depends not only on the social problems he has, but
also on his particular social position. In level four, special attention is focused
on the possibility of compensating for losses (often the loss of work and the
loss of structure and meaning in one's life) and on the possibility of promoting
the social interests of the patient. In the chronic mentally ill, the current social
position is the endpoint of a development over many years. To understand the
achieved social position we need an assessment which relates this to the social
development. As already formulated in §1.1, the first objective of this study is
to develop an instrument which relates the current degree of social integration
to lifetime development of social adaptation. In the chronic mentally ill, the
number of social positions is limited and has become less after the onset of
mental illness (Greunberg, 1967). The individual only partly succeeds in living
up to the demands of society. The performance measured at a specific moment
in time is the residual of lifetime development. For rehabilitation purposes, it
is necessary to know when deterioration first occurred and how the process of
deterioration developed later on (Shepherd, 1989).
Social integration relates to two general concepts (Murphy, 1981). Firstly, it is
related to the degree of social integration in the direct environment and in
society. What does the individual have in terms of a social network (Adams,
1967; Speck & Atteneave, 1973; Erikson, 1984) and in terms of social
positions within behavioral settings (Barker, 1963)? Secondly, social integra-
tion is related to the activities and initiatives which the individual undertakes in
the relationships with others in his direct environment. How does the
individual function and succeed in gaining the appreciation which he needs in
order to adapt? Everyday life is composed of a sequence of behavioral settings,
where the individual is either alone or (inter)acts with others within a social
context. Behavioral settings place demands on behavior. Human beings are
social beings dependent on others in daily life. Living with others indicates an
adaptation to the demands and expectations set by society and by the direct
social environment. An adaptation necessary to fulfill the demands at work,
within the family, with friends, or in social clubs or other behavioral settings.
Some demands are clear-cut and explicit, such as job expectations specified in a
work contract. Others may be implicit and relate to subcultural setting, to age,
sex or the individual's phase of life.
14
INTRODUCTION AND HISTORY
The first dimension of social integration < what does the individual have >
implies a description of the number and variability of social positions which
the individual fulfills at the moment of assessment. For the second dimension <
how does the individual function > we selected the concept of social role
performance, as this concept relates performance to expectations set by the
environment. Our second objective was to fit this instrument into an
understandable framework. This objective is the reason we formulated an
extensive theoretical fundament for these two dimensions (Chapter 4). The
third objective was to construct the instrument in such a way that less trained
professionals can use it. Because of this objective, we collaborated closely with
mental health professionals throughout various phases of the research (Chapter
6). We chose for a semi structured, interview-based questionnaire. This method
of assessment fits into our requirements of flexibility and reproducibility at a
case level.
1.8 Research questions of the current study ; i • —•'!*"•>-•
The decision to develop an instrument led to the following conceptual
questions:
• Concerning fne /7rsf ofeyective, fne deve/opmenf o/ an insfru/nenf: ?
/ . Aow can socia/ integration fee o/wafto/iafe^/? •
2. now can socia/ ro/e per/ormance feesf fee descrifeed m terww o/ a
menta/ process?
• Concerning fne second ofe/ecfive, fne a"eve/o/?menr o/ an «nders/andafe/e
/ra/newor£:
5. vvnicn fneoretica/ mode/ can fee app/ied in re.specf o/ rne deve/opmenf o/
concepfwa/ and operationa/ de/mitio/u re/evan/ in fne description o/socia/
ro/e deve/opmenf ?
4. now can deve/opmenf o/ soc/a/ /wnctioning fee opera/iona/i'zed in a wa)/
wni'cn is practica//or menfa/ nea/fn pro/essiona/s?
The first question concerns a description of the current role fulfillment. The
second question relates to assumptions on coherence within social roles both
current and in respect of development, and to assumptions on cause and effect
in the developmental process. Dimensions in social behavioral development
need to be identified. For this question we applied the socialization theory of
Hurrelmann (1983). These two questions will be addressed in greater detail in
Chapter 2. For the third question the role theory of Gerhardt (1971) is applied
and operationalized. In her monograph "Rollenanalyse als kritische Soziologie"
she distinguishes different types of roles according to their permanence. The
theories of Querido, Gerhardt and Hurrelmann are applied to describe certain
aspects of social integration, socialization and lifetime development beyond
childhood. The fourth and final question is dealt with by developing the
instrument in a continuous interaction with the mental health professionals
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collaborating in the study. The instrument has been developed in a sequence of
small steps following the procedure of Gable (1987) in which a list of 116
items was reduced and edited to a coherent instrument covering role
development within five domains of social functioning (Chapter 6).
1.9 The structure of the book : -- ,^
This first chapter highlighted the preliminaries and philosophical background
of the study. Following this introduction, Chapter 2 clarifies in greater detail
some theoretical and philosophical fundamentals of the study by means of a
case history. An effort is made to identify a coherent method in the analysis of
social role development and performance.
The seco/ia* parr of this book describes the theoretical and practical process of
instrument development and presents a characterization and an overview of the
samples. A global overview of literature on the identification of chronicity in
mental health is presented in Chapter 3. It also offers an insight in the research
protocol in different stages of the study and describes the demographic and
diagnostic characteristics of the different samples. Non-response and dropouts
are described. It finishes off with a selected set of findings regarding
characteristics of the samples which are relevant to the conclusions to be made
in the following chapters. So much for the scientific rituals for identification
of population. Chapter 4 more extensively highlights the theoretical
presumptions of the instrument. Chapter 5 offers a full overview of current
instruments in this field of research. Chapter 6 provides a global insight in
aspects of content validity.
The r/i/ra* part describes the most important analyses of the main study.
Chapter 7 presents the main requirements of the instrument and briefly
recapitulates what we are interested in, with respect to aspects of instrumental
utility, reliability and validity. Chapter 8 describes the reproducibility of the
scoring of the items of the instrument in terms of interrater agreement.
Chapter 9 describes the construct validity of the instrument in terms of the
dimensionality and internal consitency. Chapter 10 goes into aspects of content
validity by comparing.
The /owrt/i parr deals more extensively with several aspects of validity.
Chapter 11 presents the criterion validity of the instrument by comparing the
findings with another similar instrument measuring social functioning. Chapter
12 investigates the discriminative power of the instrument by looking at
univariate comparisons between various selection groups participating in the
main study. Chapter 13 summarizes the implications of the study for the daily
practice of the rehabilitation of the chronic mentally ill. Chapter 14 compares
the results obtained from patients with results obtained from a reference
population.
The ///r/i parr contains the summaries. Chapter 15 covers the main con-
clusions as well as an overview of the previous chapters. This chapter is
repeated in Dutch in Chapter 16.
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Presenting an effort
This chapter provides a first effort to present our ideas on the development of
the Social Role Performance and Development Inventory (SRPDI)'. The need
for a more systematic social interactionistic approach to chronic mental
patients is discussed by means of a single case report.
2.1 Abstract ,^, ^. , ; , ^ , , ^ , , ; , . , ,^- , .^; ,- ;,;,,., K , , , ; ^ , , ..:;.'-.--!,^;
Successful rehabilitation of the chronic mentally ill quite often depends on
interventions in the social environment (Shepherd, 1989). Improvement of
social functioning by enhancement of existing social roles can only be realized
in a productive environment in which the individual can flourish (Bennett,
1978). A thorough and systematic analysis of social role fulfillment means not
only determining the achieved social position of the individual, but also
analyzing the lifetime social development. Especially in the chronic mentally
ill, behavior is a result of long-term interaction with the direct environment
(Adler, 1984). This article shows how the development of social role
fulfillment can be analyzed in daily practice, using a single case history. It
explains the main features and theoretical basis of an instrument to be used in
the diagnostic phase by case managers in the confrontation with patients whose
long-term claim for help has quite often led to staff burnout (Lamb, 1979b)
and whose level of functioning displays the remnants of hospitalization effects
in combination with extensive social isolation. The method discussed has been
used in the analysis of 107 ambulatory chronic mentally ill, patients in the care
of the Social Psychiatric Service of the Community Mental Health Center,
Maastricht. In a next article, the authors will go into aspects of validity and
reliability of the instrument.
2.2 Context of the study
Handling the chronic mentally ill, especially in the outpatient setting, has been
the subject of extensive study (for reviews, Bachrach, 1980; 1982). Most of the
American studies deal exclusively with organizational aspects of care. Some
studies indeed focus on social adaptation, but only in patients under highly
experimental conditions. In the far denser Dutch Mental Health Care system, a
variety of specialized services, both inpatient and outpatient, are responsible
for the care of the chronic mentally ill. The methods applied in the distinct
' Previously printed in Dutch in The Dutch Journal of Psychiatry (Noorthoorn, 1991) and submitfled in a
different format for publication in English in The International Journal of Social Psychiatry, 1993.
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settings differ widely and depend mainly on the training of the professional
(Henkelmann, 1987). Inpatient care focuses mainly on two aspects: firstly, the
normalization of symptomatology, using medication and inflicting social
sanctions; and secondly, the self-conception of the individual's reactions or
motivations using various psychotherapeutic methods of which behavioral
training is the most important (Baars & Romme, 1986). Inpatient care is
dominated by the medical point of view, aimed at cure and provided within a
hierarchical structure with the psychiatrist on top. If cure is not possible,
protection is provided in the form of sheltered housing, sheltered work and a
controlled environment. Dutch outpatient care focuses more on the individual's
residual possibilities for functioning within a personal, social and vocational
context (van Weeghel & Zeelen, 1987). Outpatient care is concerned with the
interaction and interrelations between the individual and his natural setting.
Interventions do not only focus on the individual, but also try to mold the
context (Romme, 1991).
In order to professionalize the outpatient care of the chronic mentally ill, the
Department of Social Psychiatry of the University of Limburg is collaborating
with the Community Mental Health Center of Maastricht in a number of
studies on patient careers, need of care, social network and social role
fulfillment. This article focuses on an instrument for analyzing the social role
development of the chronic mentally ill in their natural context: the outpatient
setting. An effort has been made to develop an instrument to be used as a tool
in the evaluation of the social adaptation of outpatients who have been in care
for more than one year. After an evaluation of current instruments, the
proposed method will be explained in further detail using an individual case
history. Also, the selection of the variables and definition of categories will be
highlighted.
2.3 Evaluation of current diagnostic instruments in psychiatry
Social adaptation is the main field of intervention in the chronic mentally ill
(Jablenski et al., 1980). Few instruments have, however, been developed to
systematically monitor and evaluate such interventions. Currently, the main
diagnostic instrument is the DSM-III (APA, 1987). As an instrument for
professional communication and consensus, the DSM-III is highly
sophisticated. Though offering an extensive differentiation of diagnostic
categories, the DSM-III lacks theoretical presuppositions (Vaillant, 1982). It
also lacks a more sophisticated linkage with the degree of social integration.
For the minor fluctuations of importance in the rehabilitative process, the
DSM-III and its siblings - for example the Present State Examination (Wing et
al., 1973), or the Diagnostic Interview Schedule (Robins et al., 1981) - are of
little help (Bennett, 1983). Moreover, because the DSM-III denies theoretical
coherence, it is inadequate for making decisions in therapy (Vaillant, 1984).
Every linkage between etiology, symptomatology and daily performance as an
effect is omitted (De Jong, 1986; 1991). Therefore, it has little value in the
daily practice of care for the chronic mentally ill. Instruments recommended
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for measurement of functioning in psychiatric patients, such as the Groningen
Social Disabilities Schedule (Wiersma et al., 1988), the Social Adjustment
Schedule (Weissmann et al., 1978), the Disability Assessment Schedule (WHO,
1988), the Past History and Sociodemographic Description Schedule (Jablenski
et al., 1980) or the Standard Social Interview (Clare & Cairns, 1978), are
indeed more specific than the Global Assessment Scale (APA, 1976) of the
DSM-III. But in these instruments, too, measurement is cross-sectional, leaving
no room for interpretation and analysis of development. Most of the above
instruments are only sensitive to major changes and are insufficiently intricate
to reflect the slight changes to be observed in the chronic mentally ill. 'trtitw
Studies on the prognosis of the major psychiatric disturbances show a large
variation in degree of social adjustment, as well as in the degree of remission.
Remission seems to be more dependent on premorbid factors as job stability,
the ability to maintain social contacts, or the communicative structure of the
family. This statement is valid not only for the schizophrenic (Bleuer, 1972;
Ciompi & Miller, 1976; Huber et al., 1979; Strauss et al., 1977; Wiersma et
al., 1983 & 1984; Leff, 1982) but also for the depressive patient (Brown &
Harris 1978; Levinson, 1978). Preliminary studies in this respect (Nijhoff,
1980; Radstake et al., 1985; Escher et al., 1987; Romme et al., 1987) show that
the degree of social integration and social role fulfillment at onset is an
important factor in the persistence of the mental disorder. Description of the
problems of the chronic mentally ill in terms of development of social
functioning and integration could be a useful alternative for current
instruments. Especially in the determination of rehabilitative goals, a detailed
and systematic knowledge of the resources of the individual is essential.
2.4 Objectives and important questions
The most important choice in the development of the instrument we propose is
to begin with normal human functioning as a starting point. In contrast to the
current view in most instruments, we do not focus on the disturbance, i.e. the
abnormality, but on the degree of normality. What is the social position the
individual has in fact accomplished? Which social roles are fulfilled? To what
extent does the fulfillment of the social roles contribute to the achievement of a
social position? To define what could be called "normal" a number of
important sociological concepts on role fulfillment were studied. The theories
relevant for a description of the degree of social integration and the main areas
of social role fulfillment were compared and applied in so far as they fit into
the goals of the instrument. In the following, some main concepts will be
explained in further detail, before going into the theoretical principles and the
outline of the instrument.
2.5 Social isolation as a developmental circular process
Behavioral dysfunctioning quite often is accompanied by isolation and social
rejection (Rosenfield, 1982; Dohrenwerd & Dohrenwerd, 1969). Social
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problems are consequently individualized, especially in the mentally ill
(Nijhoff, 1980). Being difficult to handle and showing adverse behavior, the
mentally ill are rejected by society and lose their jobs as well as many of their
social contacts. Especially in the USA, society has no interest in maintaining
the mentally ill. The social effects of loss of position are direct and severe,
especially in the mentally ill (Bachrach, 1980). In European society, the social
security system leads to less severe personal consequences, but basically the
social processes accompaning social rejection in the mentally ill are the same.
In a number of West European societies, with the Netherlands up front, job
competition has been increasing in recent years, accompanied by alienation,
especially in the cities (Mackenbach & van der Maas, 1987). Social demands
increase, making it virtually impossible to maintain a daily obligation, even in
protected work settings. At the same time, family bonds decrease in these
societies (Killian, 1991).
Because of social rejection and isolation, the psychiatric patient loses the
normative guidance of a social context. In the (chronic) mentally ill, a social
dynamic is set into motion, impairing the individual's freedom of action.
Isolation becomes an effect as well as a cause of behavioral dysfunctioning. A
self-enforcing process is set into motion. The findings of Faulkner (1984)
show that this process is not so much dependent on the kind and degree of
psychiatric disturbance, but much more on the tolerance of the direct social
environment. Faulkner's ideas can be set into a sociological context within the
framework of Weber's social action theory (1947).
Weber argues that each individual participates in social action by means of
social role fulfillment. To fulfill a social role the individual needs social skills.
The positive, or negative, appraisal by the direct environment is imperative
for the development of these social skills. By "doing" the individual learns.
Skills can be taught, but implementation of the skills in practice depends on the
flexibility of the environment. Fulfillment of a social role is always limited by
the degrees of freedom left to the individual. This concept of limitation of role
fulfillment led Weber to define the sociological concept of "handlungsraum",
which can best be translated as "the actor's span of control" (Kahn, 1978). In
lifetime social development, the span of control increases, together with the
variability and complexity of the roles the individual fulfills.
Within the stratification of society, Weber (1947) reasons different rules,
motives and predispositions are applied. Each individual has his or her own
framework within which the motivational level is in balance with the
expectations of the direct environment, i.e. a subculture. Consequently, the
mentally ill rejected by society are either placed apart, or seek for themselves
shelter within a subculture. With respect to the chronic mentally ill, it can be
observed, for example, that many "young chronics" are quite often homeless
or drug addicts (as reported by Bachrach, 1982; Kaplan et al., 1990).
Social isolation therefore depends on a number of factors: firstly, the
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individual's capacities and social skills; secondly, the interaction with the
current direct environment; but thirdly and most importantly, the social
demands to be met in work and social contact. Socially isolated people
encounter few situations in which their actions are subject to criticism or social
sanctions. Due to a lack of either quality or quantity in their social
interactions, both role fulfillment and role development remain inadequate, or
perhaps even become increasingly insufficient. A circular, and in many
patients, irreversible process can be described. Skills learned in the past can be
lost. Demands once met or roles once fulfilled are abandoned. As the span of
control diminishes, the patient becomes inversely dependent on care (Figure
2.1).
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In the above process of social isolation, most of the chronic mentally ill not
only lose their grip on their direct environment, but they also fall down the
social ladder. Social role is a dynamic concept, as roles and role expectations
change over time and are related to the developmental phase of the individual
(Krauss-Whitborne, 1982). Successful role fulfillment in a specific area can
have a positive effect on another area. The effect can be direct, as in personal
appraisal or material reward. Or it may be indirect, as successful roles make
new roles more accessible. Failed role fulfillment affects other roles in a
negative way (Bruhn, 1977). Following this reasoning, the phase of life in
which the first full scale rejection occurs is of importance to the residual level
of functioning faced by the professional at the end of the line. The earlier the
rejection, the more the deficiencies in role fulfillment are extensive and
widespread over different areas. The later the rejection, the better the
prognosis. A rejection occurring in later life implies a certain degree of
achievement. In the latter case, deficiencies are of a temporary and lacunary
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order. Yet, in the case of an onset in later life, if remission does not occur
within a reasonable time frame, the deficiencies can spread. As time passes, a
residual level of functioning can be observed, in which cause and effect are
difficult to determine.
Development of social skills, therefore, does not always imply enhancement of
social roles. In our opinion, the span of control is a major problem in
psychiatric rehabilitation. Studies in this domain show that modeling programs
within mental hospitals are inefficient in treating the severely disordered
mentally ill, as many chronic mentally ill people do not maintain skills after
finishing the program (Farkas et al., 1988). Providing the behavioral settings
in a natural social context may be more effective. Resources need to be
developed by modeling the context. New social roles have to be acquired
despite conflict and criticism. Renewal of "old", i.e. former roles is seen to be
motivational in the process of role-acquisition due to positive appraisal from
the environment within which the individual has to prove himself.
2.6 A rehabilitation model aimed at development and integration
An integrated care model should not only have medical and psychological
objectives, but should also focus on the social span of control, thus limiting the
downward involution of social isolation. Inadequate role fulfillment enforced
by periods of relative decline in various areas of social role fulfillment is
typical for chronic mentally ill. Psychiatric and also somatic symptomatology
may sometimes be the cause but are mostly the effect of this decline. They are
at least a major factor in the process. This opinion implies a choice for
rehabilitation methods, as advocated by Bennett (1978). In Bennett's
interpretation, rehabilitation needs a comprehensive evaluation: to look for lost
individual capacities and to enforce existing reserves from both individual and
environment (Zeelen, 1988). Bennett emphasizes a careful and systematic
assessment of present social, psychological and somatic functions in relation to
the past. Bennett defined rehabilitation as the process in which the mentally or
physically impaired individual is stimulated to optimize the use of remaining
capacities. Optimalization of these capacities is only possible in an environment
which sets limited demands, but is comparable to the environment in which the
individual finally lives.
Success of rehabilitation can only be evaluated after a considerable time span
and can be measured by the extent of participation in work, family and social
life. Rehabilitation consequently implies a comprehensive and coherent
enforcement of different social roles (Shepherd, 1989). The contrast between
this objective and the viewpoint as formulated by the WHO (Jablenski, 1980)
lies in the emphasis on development and the principle of a circular relationship
between cause and effect. This "classic" rehabilitation model of the WHO
follows the principles of the medical model (Engel, 1978): a disturbance is the
cause of a functional impairment, which leads to a handicap. In this concept,
the mental disease (Fabrega, 1982) is a physical entity. This physical entity
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leads to abnormal behavior. The abnormal behavior leads, finally, to a
restriction of social functioning. The core of this concept is the definition of
disease as a problem of the individual. Assessment focuses on current
dysfunctions and treatment is aimed at the effect of the disease and deals with
short-term goals. The past is only briefly covered. Based on this model, the
approach as formulated by Anthony and Libermann (1986) indeed shows
different factors leading to variations in outcome; it does not explain the
coherence and interrelations between each of the separate factors (Figure 2.2).














In their view, therapy provides protective factors such as social support or
skills as well as personality training and psycho-inductive medication. These
factors are a buffer, partly protective, but also elusive. Each factor is seen as a
separate component of treatment which can be influenced separately. The
medical "disease-oriented" model of mental disorder assumes that the etiology
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of mental disorders resides in a disordered biological substrate. When the
disorder develops, it is assumed that it must take a clear course with
recognizable and predictable symptoms.
This perspective ignores the obvious fact that any behavior is subsequently
modified by events which follow its occurrence. The final presentation of
(any) problem is always a function of formative factors, precipitate factors,
exacerbating factors and maintaining factors. Because the model defines
disease as an entity, it presumes a linear relation between vulnerability,
outward pressure and sanctions and the individual's coping mechanisms.
Though the model acknowledges a reciprocal effect of the handicap on
vulnerability and coping ability, it offers no insight into development in its
implementation and practical application. Current abilities are not related to
lifetime personal and social development. More recent interactional models of
psychopathology emphasize the psychobiological representations of externally
occurring experiences and events and thus provide a linkage for relating socio-
environmental phenomena to internal events. Interdependencies across
different categories of variables as well as their simultaneous interactive
properties lead to elaborate diagrams stressing the complexity of mental
disorders (e.g. Marsella, 1982, Figure 2.3).















Bennett's approach also acknowledges circular interdependencies. He also
applies, but from a practitioner's view, the same model as Marsella.
Dysfunctional behavior is in his view both cause and effect of mental disorder.
Bennett's approach implies a careful analysis of individual development in
terms of social role enactment. In the description of development, special
attention must be given to the relationship between past and present role
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enactment. This relationship implies a qualitative and interpretative analysis of
development. The development should be related to the expectations placed
upon the individual in the different stages of his or her life. Each individual
undergoes a unique developmental role sequence (Rodgers, 1962) in which the
individual is confronted with the norms and values set by the direct
environment and to a lesser extent also by society. Following the findings of
Duvall (1967) and Rodgers (ref. above & 1964), Hurrelmann (1983) defined
five different areas in daily life, within which social roles develop coherently.
Hurrelmann's conclusions have been used in the definition of the five main
areas of social role development used in our instrument.
2.7 Arrangement of roles in main areas of daily functioning
The social roles are described using five main areas of daily life in which they
develop coherently. The operational definitions of these five main areas are
based on the socialization theory of Hurrelmann (1983) who defines these
areas as distinct socialization settings within which behavior develops. These
main areas are:
1. Material self-care and care for others; in "taking care".
2. Supportive, family and kinship roles, such as relationships with children,
parents and other kin, but also relations with important non-kin; in
"support".
3. Sexuality and intimacy roles; in "sexuality".
4. Vocational roles, either in a formal or a non-formal setting, if a
responsibility has to be carried; in "daily obligations".
5. Social roles, covering activities without an obligatory function, in relation
to kin or non-kin, but also within an organizational setting or social clubs;
in "sociai activities".
In our instrument, current social functioning is assessed using three to eight
items in these five areas. If the functioning on these items is insufficient the
development is assessed using important developmental moments as a
guideline. Lost capacities of the individual can thus be compared in a global
way. The case histories show breaking points mainly in the transitory periods
between the different lifetime phases (defined by Krauss-Whitborne, 1982).
The main objective of the assessment is not to look at disabilities in current
functioning, but to track down patterns and developmental processes leading
up to the disabilities. This objective is the main reason to choose theoretically
distinct areas and to not follow the more empirical role definitions proposed
by Wiersma et al. (1984) or Jablenski et al. (1980) in the WHO studies.
Following the concepts of Duvall and Hurrelmann, coherence in respect of
development can be expected between empiricaly distinct roles. Regarding the
items of importance for the roles defined by Wiersma et al. (1984), a slight
redundancy can indeed be observed*. Behavior defined within different roles
This redundancy was one of the reasons for developing a renewed version (Wiersma et al.. 1990).
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can be expected to be caused by the same trait; for example, the capacity to
give support has consequences for both the family and the parental role, but
also for the social role. In our instrument these redundancies were avoided
when possible.
2.8 A single case history
The following case history illustrates how problems of mental illness might
arise in transitory periods of life, leading to a decline of social functioning. It
shows how systematic assessment may unravel the deadlock, so typical for the
chronic mentally ill.
2.8./
Mrs. P., a 27 - year-o/d married woman, has been /n ambu/atory care for n/ne
years s/nce 7953. /n 7982 she had her f/rsfpan/caffacfc, afn/gM, shorf/y after fhe
WrfA» o/ her f/rsf ch/7d. Fo//ow/ng fhe b/rfh or her ch/7d srie suffered from apafby
and fe/f tofa//y /nepf. l/s/ng psycbo/nducf/Ve med/caf/on, she fried to confro/ friese
comp/a/nfs. Over fne years, use of med/caf/on /ncreased to 72 mg. fîohypno/ a
day and to 60 mg. L/br/um a day. >*n /mpress/ve h/story of care af d/fferenf menfa/
hea/fb care /nsWuf/ons smarted, beg/nn/ng tv/Yh a year ;n fhe outoatfenf serv/ce o/
a menfa/ hosp/Ya/. Subsequenf/y, sne was referred to a /earn spec/a//zed /n
anx/efy d/sorders. /^fter ferm/naf/ng /r»/s freafmenf, sne was referred to ffte
oufpa//enf serv/ce of a counfy nosp/Ya/ mente/ deparfmenr. Sne fo//owed fne
freafmenf /nterm/Yfenf/y, because sne fe/f //We beneff/ 777ree years /oter, she was
Aoforred fcacA fo ner genera/ pracf/Y/oner. Sne became /'ncreas/ng/y dependent
on med/ca//on, be/ng ferrifted of a refurn of frie pan/c affac/cs. F;na//y sne was
adm/Wed /nto nosp/Ya/ to detox/fy. From /ne detox/f/caf/on un;Y sne was referred to
our re/?ab/7/faf/on serv/ce.
What happened? Why did this case turn chronic? Extra information on the
development of her social span of control shows an important changing point
just prior to the onset of her dependency of care, related to major changes in
her social context.
2.8.2 Soc/'a/ span o/confro/
Mrs. P. /s frie f/YYr» cri/'/d ;n a fam/Vy of s/x. Sne describes rier youfn as carefree,
cosy, p/ayfu/ and p/easanf. /n her youfr; she had //tt/e respons/b///Yy for herse/f,
and was spo/7ed by her parente and o/der s/sfers. /W age 7fl, she married her
husband who was 70 years her sen/or. >4fter her marnage, //tt/e changed /n fh/s
carefree ex/stence. Her husband too/f over mosf of fhe respons/b;7/f/es /n fhe
organ/zaf/on of fhe/r //fe. Her da/7y acf/v/f/es were organ/zed for her. She was
busy mov/ng and furn/sh/ng, wor/c/ng dayf/me and a/ways had a fu// agenda.
Se/f-care, care of ofhers, persona/ support, sexua/ acf/v/fy, her wor/c and her
soc/a/ acf/v/Y/es were embedded /n a c/ear sfrucfure, for wh/ch she had //We
respons/7j/7/fy. Due to fh/s conf/uenf organ/zaf/on of her da/7y //fe by her
env/ronmenf, she had //ff/e opporfun/fy to /earn to g/ve supporf. She a/ways
rece/ved supporf and a/so had //ff/e opporfun/fy to deve/op her own soc/a/ //fe.
Her prob/ems sfarfed shorf/y affer fhe b/rfh of her ch/7d. 77ie b/rfh of her ch/7d had
/mporfanf consequences for her da/7y //fe. ^ number of changes can be
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observed. Beforehand, s/ie a/ways was busy. -After c/>//ctt?/rf/?, Aier day was
sudden/y focused on/y on ner cb/7d. Confronted w/Yh fh/s /•espons/b/7/fy, srte
became /nsecure /n ner materna/ ra/e. /U a momenf when soc/efy expecfs a
mofber to g/ve support and to assume fbe ro/e o^ mofner by /n/u/f/on, ner c/a/m
for support /ncreased. Sudden/y, many acf/v/Y/es /n da/7y //fe, /n her yob and ;n
her soc/'a/ //fe were rep/aced enf/re/y by a ro/e ;n wh/ch she fe/f /nsecure and
/nadeguate. From fhe momenf sne had to organ/ze ner own day and had to be
respons/b/e sne fe// snort. F/'nanc/a/ prob/ems arose due to a /ac/r of p/ann/ng.
Her husband cr/Y/c/zed ner, enforc/ng her /nsecurify. Her pan/c d/sorder may be
w'ewed as a reacf/on to a fhreafen/ng pos/Y/on: she fee/s she funcf/ons
/nsuff/c/enf/y, buf she doesnY /enow how to change fh/s.
2.8.5 £va/u<2/('on o/Aerspan o/con/ro/
What is important in this developmental history is the sudden limitation of her
scope. In the first years of her marriage, she led an active and fulfilling life.
She had a job, was an active participant in a municipal association, and all time
off was completely taken by organizing and rebuilding her house. After the
onset of pregnancy, her daily activities changed completely. She stopped
working and participating in associations and had to focus all her attention on
her family and, after childbirth, more specifically on her child. The social
roles in respect to both daily obligations and social activities and leisure were
suddenly restricted almost exclusively to the family. Regarding the core roles
(Walker et al., 1977; Staal et al., 1989) such as "taking care", "support" and
"partnership", it is important to notice the increasing deterioration after the
onset of treatment.
2.8.4 F/ve arms o/ ro/e per/brwjance
/n fhe ffrsf area of ro/e performance, fafr/ng care of her /am/7y, she /'ncreas/ng/y
re//es on her mofher. She ;s supported ;n fhe organ/zaf/on of her house/ceep/ng,
her money and fhe shopp/ng. /n a// her acf/V/Y/es she depends on her husband
and her mofher. /n fhe second area of ro/e performance, support, she can nof
express warmfh e/Yher to her husband or to her ch//d, wh/7e on fhe ofher hand
she fee/s a need to rece/Ve warmfh. Prob/ems and conf/;cfs rema/'n unreso/ved.
/n fhe fh/rd area of ro/e performance, sexuaWy, we observe fhaf fhe comm/Ymenf
to a sexua/ or /nf/mate re/af/onsh/p ;s //m/tod by various factors. 7~be express/on
of /nf/macy /s d/sfurbed due to mar/fa/ guarre/s and fhe freguenf presence of her
mofher /n her house. F/na//y, w/fh respecf to fhe /asf fwo doma/ns of ro/e
performance, she rema/ns comp/efe/y /nepf bofh /'n her da/7y ob//gaf/ons and /n
her soc/a/ acf/V/Y/es, she fafres no /n/Y/af/ves, does nofh/ng, goes nowhere. ^//
her respons/b/7/Y/es are mef by her mofher. She has no respos/b/7/Y/es for herse/f.
2.8.5 Eva/waft'on o/ ro/e /jer/
Her role performance within all five domains ("taking care", "support",
"sexuality", "daily obligations" and "social activities") deteriorated soon after
the moment she had to comply with expectations set in her social position as a
married woman with a young child. She failed in meeting two fundamental
expectations: taking initiative and giving support. Her reaction is fear and
withdrawal. Parallel with this change in her social position, she loses contact
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with her social life and her work. She can only rely on a domestic existence.
As an effect, she feels a continuous and increasing pressure because her family
leaves her no space for any relaxation. Thus, her symptoms lead to a stressed
interaction within her family, whereas on the other hand the relation with her
family induced her symptoms. Her recognition of her dependency and the
feeling of failure to live up to expectations, leads to disappointment in her own
achievement, and subsequently to a passive attitude, which in itself enforces
her dependence - a circular deadlock typical in the chronic mentally ill.
2.8.6 /fnp/icaff'0/15 /or freaf/n^/i/
Psychotherapy given for the panic disorder actually stabilized her downfall
instead of inducing any relief or change in her position within her social
context. In order to relieve her symptoms, family therapy was directed at
enforcing the support by her environment, thus inducing a decrease of her
responsibilities and putting her further away from remission. Current
treatment is focused on developing her daily activities and changing of her
position within her family by inducing changes in the limitations set by her
family. At the same time she puts the expectations set by her environment into
perspective by exploring her own ideas on her role as a housewife and
comparing these ideas with the expectations set by her environment as well as
by herself. She is stimulated to seek support from other women in her
neighborhood and to lessen the symbiosis with her mother. Not the panic
disorder, but the supportive network - so carefully preserving the disorder - is
thus treated. This is not done by leaving her to her own resources, but by
carefully providing situations in which she can function, independent of the
support network. An example is volunteer work in a kindergarten. After a
period of time, she becomes embedded in her environment in a more
independent position. At the moment of this report she has contact of a
preventive nature with her case manager once every two months, to avoid
renewed dependence on either medication or other people in her personal
environment.
2.9 Epilogue
This case history describes how a deadlock may be induced in the treatment of
a chronic mentally ill person. It is shown that relief of the deadlock can indeed
be brought about if both development of social role performance and span of
control are carefully analyzed and not only the psychological development is
taken into account. The differentiation between the domains applied in this
case history is based on the socialization theory of Hurrelmann et al. (1983).
This approach is based on the theoretical concept of an interdependence of role
performance and human development. Therefore, it differs to a certain extent
from the current more empirical differentiations of role performance applied
in various instruments in psychiatry (Jablenski et al., 1980; Hurry & Sturt,
1980; Wiersma et al., 1984; 1990).
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This article presents an arrangement of developmental role performance into
five main domains of daily life, illustrated by a single case history. The same
arrangement has been used in an instrument to be used by mental health
professionals in their analysis of social role development of the chronic
mentally ill. A subsequent article will go into the results of a reliability study
carried out on a sample of 56 chronic mentally ill people.
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PART 2
H ? ; t1«î;.
Sample description and instrument development
This part is concerned with the first phase of the research: the identification of
the population and the development of the instrument in various steps. First
theoretically, then practically. Chapter 3 identifies the population. It contains a
review of literature on the definition of chronic mental illness. This chapter
also contains a description of the patients involved in the various stages of this
study in relation to the population referred to the Community Mental Health
Center where the study was carried out. Chapter 4 contains an extensive
review of the theoretical background of the instrument. Chapter 5 provides a
review of current instruments in the domain of judgment and assessment of
social behavior in psychiatry. Chapter 6 goes into methodological and practical
aspects of the instrument development in different phases of the study.
Readers mainly interested in health care aspects of the study may really skip
chapter 6 as it contains a meticulous though boring description of die strenuous
process of operationalization and item selection. Chapter S contains a global
overview of the state of the art in current instruments and may be interesting
for measurement freaks. Chapter 4, is, however, more interesting. In this
chapter we made an effort to translate the abstract concepts of sociological
theory into a theoretical model for the rehabilitation of chronic mentally ill.
Those interested in methodological aspects as generalizability of the samples or





CHAPTER 3 i«- ^ i ^
Defining chronîcity wîtfiiri the samples
The previous chapter clarified how social role development can be analyzed by
means of a single case history. In this chapter different views on chronicity
will be discussed and related to the definition of chronicity we apply in this
study. The study was carried out in two small pilots, which focused on
instrument development (also Chapter 6), and a main study concerned with
testing the instrument on aspects of reliability and validity (Chapter 7, and part
HI and IV of this thesis). After a discussion on the definition of chronicity the
present chapter describes the sociodemographic characteristics of the chronic
mentally ill in general, and relates this to the sociodemographic as well as the
diagnostic characteristics of the samples participating in the various phases of
the current study. We want to know whether we selected a fair representation
of the chronic mentally ill in care at the specialized service of the Community
Mental Health Center (CMHC) in Maastricht. First, we describe the criteria for
accepting referrals to the rehabilitation team of the CMHC. A short review of
literature on chronicity follows, in order to put our definition of chronicity
into perspective. Then we look into the general characteristics of the
population of the rehabilitation service of the CMHC. What are the
characteristics of this population? Do they meet the criteria we formulated? To
what extent does the referred population differ from the population of the
district? Finally, the subjects participating in the various samples of the study
are compared with the referred population.
3.1 The rehabilitation service of the Maastricht CMHC
The Maastricht CMHC has divided its services into special task services with
teams for long-term and short-term psychotherapy, child guidance and
geriatric services, prevention, and a rehabilitation service for the chronic
mentally ill. The rehabilitation service, where this study was carried out, is
concerned with the care and resocialization of the ambulatory chronic mentally
ill. The team is more oriented on care than cure. The rehabilitation service's
criteria for accepting referrals are (van Marrelo, 1986):
1. a severe psychiatric disorder;
2. a history of long-term mental illness;
3. dysfunctions in more than one domain of life.
Referrals are made either from the mental hospital (concerning aftercare), or
from other teams within the CMHC (concerning cases presenting the above
mentioned criteria). Some cases are also referred to the team by general
practitioners and psychiatrists in private practice. Because the team has no
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waiting list, it treats to a certain extent the overflow of the short-term
treatment team. Due to this organizational interplay, a minority of the case
load consists of patients who are not really (or not yet) chronic mentally ill.
However, the patients of the service predominantly have a history of various
hospitalizations or long-term psychotherapy in the past, and can indeed be
labeled as chronic mentally ill living in the community. Needing a sound
definition of which patients can be regarded as "chronic mentally ill", we
looked at some important studies on this issue. A short review follows, before
we present a detailed description of the subjects and the several subpopulations
they were drawn from.
3.2 Chronicity in psychiatry: a short review of literature '
3.2.7 Van"oM5 views co/icern/ng c/jromcj/y , , , ..
When we look at the abundant literature on chronicity, it is striking how few
authors provide sound definitions that cover the target population sufficiently.
Literature reveals a number of qualitative characteristics to cover the term
chronic mental illness. Dependent on the focus of the article, notions such as
severely disrupted problem-solving capacity, dependence on the environment,
a subjectively distorted perception of environment leading to isolation, or
threatening outward behavior are combined with often unclear definitions of
duration of the mental illness. Sometimes chronicity is associated with the
course of specific psychiatric disorders. In the American literature, with its
focus on de-institutionalization and organizational aspects of care, the term
"chronic mentally ill" is to a great extent synonymous with the diagnosis
schizophrenia. Others provide criteria restricted to the duration of mental
health care, irrespective of the severity of the disorder, the degree of social
dysfunctioning, or other characteristics of the individual. In short, five main
types of criteria may be distinguished, each with their own focus, relating
chronic mental illness to:
1. a specific psychiatric disorder, predominately schizophrenia, and in some
instances severe personality disorders or manic depressive disorders;
2. length of treatment, or in fact admission to a hospital;
3. dependency on and consumption of care;
4. combinations of the above views;
5. loss of social integration.
In the next paragraphs, we will present some of the representatives of the
different views, and relate these to our own point of view.
3.2.2 CVironicjïy re/ata/ fo scAizopArima
First and most commonly, authors (Ciompi, 1976; Bleuler, 1972; Giel, 1978;
Richartz, 1981) relate the term chronic mental illness to the course of specific
psychiatric disorders. They focus their attention especially on schizophrenia.
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Chronic mental illness has been synonymous with schizophrenia since the days
of Kraeplin (1897; 1913), who reported grim results of only thirteen percent
remission in patients with "dementia praecox". This pessimistic view was
enforced by Eugene Bleuler (1911), who conceived the concept of
schizophrenia. In his concept of schizophrenia he distinguishes the primary
symptoms*, representing causal factors, and secondary symptoms*,
representing the psychological spin-off of the changes caused by the primary
symptoms. In his view, the primary symptoms may be viewed as present in all
phases of schizophrenia, and he emphasizes this defeatism with his conclusion
on the schizophrenic disorders as "a group of psychoses, with a sometimes
chronic or otherwise inter-current progression, at times a relapse and at times
again short remissions, but with no complete restitutio ad integrim". ua vs, ;
These views dominated psychiatry up to the sixties, apart from a single
exception (Meyer, 1936; Sullivan, 1940; 1953; 1973). In the seventies, the
studies of Manfred Bleuler (1972), Ciompi & Muller (1976), and Huber et al.
(1979), as well as (in the Dutch setting) Wenniger & Romme (1978), spread
the first doubt on this view. However, the first prospective empirical study was
performed by Strauss and Carpenter (1972, 1974). This study led to the
conclusion that the course of schizophrenia is by no means always chronic, but
that a wide range of possibilities remain open after first onset. They extracted
the following factors as main predictors of a chronic course of schizophrenia:
1. the length of previous admissions to psychiatric institutions;
2. the frequency of social contacts;
3. having a job;
4. symptomatology.
Their conclusion was, however, that these factors were relatively independent.
This indicates that severe symptoms do not necessarily lead to major
impairments in work or social contacts. In a follow-up performed by Strauss
et al. (1977), two years is regarded as a cut off point, after which the
prognosis becomes less promising. These findings are confirmed by a number
of studies of Hàfner et al. (1982, 1983, 1984, 1985), which show a stabilization
in the dependency on mental institutions in schizophrenics after a period of 18
months. His data show a stabilization and partial remission of primary
symptoms of 17% in a hospital setting and of 63% in an ambulatory setting. A
complete remission occurs in only 20% of the cases. A conclusion of these
studies is that a schizophrenic disorder with a course of primary symptoms
exceeding two years may be evaluated as chronic.
5.2.3 C/iromc/fy and /engf/2 o/fmj/me/t/: f/te nwmfer o/years agiter
o/ freafme/U
Secondly, we can distinguish the authors who predominately relate chronic
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of literature (e.g. Mendell & Rapport, 1969; Marx et al., 1973; Test & Stein,
1980; Goldman, 1981; Giel, 1983; Talbott, 1981; Haveman, 1980; 1987;
Lynch & Kruzich, 1986; etc.) acknowledges two years as a cutoff point, as
dismissal from the institutions occurs in 95% of the cases within two years.
The chance that patients admitted for longer than five years ever leave the
mental institution is regarded by some authors as nearly zero (van Andel &
van Dutterloo, 1986; Scholte & Uffing, 1981). However, all these studies are
concerned with patients in inpatient services. Only a few, more recent, case
register studies cover outpatient's data (Wing et al., 1982; Hàfner et al., 1982;
1984; 1987; Tansella, 1986; 1989; Hamers & Driessen, 1985; 1986; Escher et
al., 1987; Schreurs & Wiersma, 1992). Our study concerns only outpatients. In
these patients the number of years after onset of treatment is an insufficient
criterion to cover chronicity, because it has no relationship with duration of
mental illness. We shall have to formulate our definition of chronicity using
more specific data on patterns of mental health care consumption. For a good
definition, we will have to include a notion on the dependency on care.
5.2.4 CAromcify am/ aVpenfifenc>' on care . ."*"'*"' '' '^ '/''.*'''"'•'
A number of studies relate chronicity to dependency on care in terms of
consumption of psychiatric services. Tansella (1986), using outpatient's data
found, in accordance with Wykes (1982) and Lavik (1983), an increased risk
of becoming chronically dependent after a period of one year. In his
comprehensive study Tansella relates care consumption to the period of time in
care and discerns four different types of dependency:
1. long-term continuous dependency: patients who visit the services frequently
over a long period of time;
2. long-term discontinuous dependency: patients who despite long-term
derangement do not visit the services very often;
3. short term continuous dependency: patients who are highly dependent on
the services for a short period of time;
4. the short-term discontinuous dependency: patients not fitting in the above
groups, consequently those who use the services incidentally.
One of Tansella's most important findings is that approximately 10% of the
patients use more than 85% of the care and belong to the long-term
continuously dependent. About 65% of this group is also at risk of staying in
care. We also focus our attention on this group in the current study. Tansella's
definition of one year continuous care, with a discontinuation of no more than
three months, is applied in our study. We will use this criterion as a minimum
boundary of dependency on care in our own sample.
3.2.5 A/n/fi'-ax/a/ aV/ïnif/o/ts and «fcscripfio/tf o/cnron/c/fy
Also important but fewer in number are the authors who try to combine
aspects of the above criteria. A more precise definition would require a
specification of chronicity both in terms of duration and in terms of
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invariability and relate to a typology of the way the mentally ill interact with
their direct environment. Gruenberg (1967) fulfills this requirement with his
description of the Social Breakdown Syndrome. As characteristics of
chronicity, he mentions:
1. a strong identification with the role of someone who needs help, which is
expressed through these people's dependence on others in their daily needs;
2. comparatively severe manifestations of psychopathology elicited by
relatively little stress;
3. stereotypical patterns of interaction with the environment in which the
patient often shows an ambivalent attitude of wanting to be cared for and, at
the same time, rejection;
4. an impoverished, marginal functioning in the domain of living, working,
leisure and intimate relations.
However, these criteria remain relatively vague and provide a mere sketch of
some of the problems mental health professionals are confronted with in
dealing with the chronic mentally ill. Current research demands more precise
criteria to define this population. In a more recent study, Gruenberg identified
four criteria in his definition of chronic mental illness (Gruenberg & Pepper,
1985):
1. there has to be a mental illness within the criteria of axis one or two of the
DSM-III R (APA, 1987);
2. only if the case is treated by doctor or a mental health professional, is the
label "patient" applicable;
3. there have to be one or more impairments, as defined by the ICDIH (WHO,
1980);
4. illness is indeed chronic, and continuously apparent.
The above criteria were applied and extended for the Dutch ambulatory setting
in a recent study by Schreurs et al. (1992), with a few refinements which
cover the definition of chronicity in outpatients. In that study, the next criteria
were applied:
1. a minimum of two years of professional care, minus intermissions of more
than half a year;
2. a diagnosis within the criteria of axis one or two of the DSM-III R;
3. a chronic course of the disease: either (a) progressive; (b) stable at a
pathological level; or (c) intermittent, with recurrent episodes of remission
and illness;
4. the psychiatric disorder is related to a disability in social functioning, for
example in work or housekeeping.
In ambulatory care, both the first and the fourth criterion of Greunberg
cannot always be operationalized. Especially in the Dutch setting, professionals
direct their interventions in outpatient care more towards improvement of
experienced handicaps. A precise diagnosis is, consequently, regarded as less
important (Rotteveel & Uffing, 1988). In our data a conclusive diagnosis is
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given in only 56% of the cases. Furthermore, it is perhaps questionable
whether this strictly time and illness-oriented view is useful in the outpatient
setting, as it implicates a unity in course and prognosis contradictive to the
daily practice in care (Henkelmann, 1987). Severely impaired mentally ill
patients quite often withdraw from treatment for a longer period of time, to
return into care after perhaps years of severe dysanctioning. A definition
stressing level of functioning, irrespective of the dependency on care, is more
sensible. Honig et al. (1987) mention, following Adler (1984), as a minimum
criterion that a disorder must affect two of the four levels of functioning: the
somatic level, the individual level, the microsocial level and the mesosocial
level and combines this with a time span of one year dependency on care. This
view leaves more room for an important characteristic of outpatient
care: discontinuity.
5.2.6 C/tromcify re/ateû" to sociery and* soda/ integration r ^ "
None of the above researchers, however, consider the restricting influence of
society on the chronicity of disease. It is not only the psychiatric disorder
which determines prognosis and chronicity. Integration in work and the
quality of the social context is a far more powerful indicator than diagnosis
(Dohrenwerd & Dohrenwerd, 1969). Society sanctions dysfunctional behavior
severely when the individual does not live up to expectations especially within
a vocational setting, and to a lesser extent within an educational setting (Nijhof,
1989). Organizations dictate the working conditions. People who do not fit are
labeled ill. Eventually they become labeled as incapacitated and are doomed to
remain rejected. Within the vocational setting, the organization determines the
norms, which some people cannot meet. Once rejection has occurred,
réintégration is difficult (Nijhuis & Soeters, 1982).
It is not only outrageous behavior (for example during a manic psychosis)
which can lead to rejection. More often people lose their work after a gradual
process of being unable to cope with stressful working conditions. Dutch
legislation on work disability insurance has an reinforcing effect on this
process of losing a position. In an attempt to restore the individual's ability to
work, social security legislation focuses on health care and rehabilitation
facilities rather than on working conditions. Inability to function in a stressful
working situation has always been regarded as an effect of the individual's
incapacities. In this way the legislation allows employers to misuse the system
by getting rid of the employee and leaving stressful working conditions
unchanged (Romme & Noorthoorn, 1991).
Within a period of one year, the employer is obliged to re-employ the
employee. Within a period of two years, the employee still has a good chance
to return after a renewed assessment by health authorities. After a period of
two years, disability is confirmed. A way back is often impossible.
Subsequently, the patient grows increasingly dependent on care and may
become an incapacitated chronic (mental) patient. The same period of time is
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found in research on long-term unemployment. Again we see a cut-off point
after two years, after which re-employment is highly unlikely (v.d. Horst,
1988). One year, therefore, may well be regarded as a period of time within
which a way back still is possible, whereas two years may be regarded as the
period of time after which a way back becomes unlikely. A period of two
years may be regarded as the time after which chronicity becomes
i r revers ib le . , , , . ^ . .,, . . . , , . . . ,
3.3 Definition of chronicity in this study r »[L iv, c ; ti'-nds.iqoo
In this study we tried to combine several of the above criteria into a clear-cut
definition. Our definition had to be pragmatic and to fit the ambulatory
situation. The cases were selected through medical dossier research. We
therefore chose not to use the psychiatric disorder as a criterion, because we
could not fully operationalize this definition. For practical reasons, we used
the Problem Analysis (P.A.) as a measure (Honig et al., 1987). Secondly, we
used the history of care as a measure. All the dossiers of the patients in care
longer than half a year contained a summary of problems ordered according to
the P.A.. In the P.A. four levels of functioning can be distinguished - the
somatic level, the individual level, the microsocial level and the mesosocial
level. Patients were included only when they had a disorder in more than two
levels of functioning and when they had a history of care longer than one or
two years, with an interuption of no longer than three months (following
Wykes, 1982; Lavik, 1983; Adler, 1984; and Tansella, 1986). With these
criteria, we chose to distinguish two kinds of chronic mental patients, as
following:
1. those not yet, but at risk of becoming chronic, having had a history of care
longer than one year and shorter than two years, with a disorder in more
than two levels of the four levels of functioning according to the P.A.;
2. those definitely chronic, having had a history of care longer than two years,
and a disorder in more than two levels of the four levels of functioning
according to the P.A.
3.4 Demographic and patient career characteristics of the chronic
population
Considering the abundant literature on factors precipitating and prolonging
mental illness, it is striking how few authors really have described the
demographic characteristics of the chronic mentally ill population. Community
studies in psychiatric epidemiology mainly focus on incidence and prevalence
of mental illness (Talbott, 1984a, 1984b; Murabi et al, 1984) or on aspects
such as case finding (Ormel, 1980; Goldberg & Huxley, 1981; Wing et al.,
1981; Ormel et al., 1983; Sturt & Wykes, 1987), without making any
distinction in respect of length of treatment.
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Studies on need for care, though giving a rich and often colorful description of
main characteristics of the mentally ill, have little foundation in empirical data
(Bachrach, 1980). Some other studies indeed go into the sociodemographic
characteristics of diagnostic categories important within the chronic mentally
ill population, as e.g. in the studies of Ciompi & Miller on schizophrenia
(1976), Brown & Harris on depression (1978) or of Wiersma et al. (1983;
1984) on functional psychosis, but do not take length of treatment sufficiently
into consideration. A major handicap in gathering data on the chronic
population as a whole, and especially on the outpatient population, is the case
detection (Bebbington et al., 1981; Talbott, 1984b; Brook & Hamers, 1985).
Most more empirical studies focus on aspects of definition of chronicity or
patterns of care without providing insight into other characteristics of the
population (Tansella, 1986; Lavik, 1983). A further problem is that few
researchers have sufficient access to the outpatient group. Even when access
has been provided, most studies until now have been preliminary pilots.
The study of Schreurs et al. (1992) covered all chronic mentally ill patients
(n=181), in care for a period longer than two years in a circumscribed
predominately rural area. This community sample of inpatient and outpatient
chronic mentally ill showed the following main characteristics:
1. an over-representation of the unmarried and the divorced;
2. an over-representation of single people living alone;
3. an under-representation of young men and women between 20 and 30 years
of age.
A study in a fully urban community sample at the CMHC of Maastricht
(n=541) (Escher et al., 1987) provided a similar picture, with some slight
differences. This study mentioned (among others) the following main
demographic characteristics of the chronic mentally ill:
1. an over-representation of divorced women and unmarried men and women;
2. many living alone or with parents;
3. few having a job (both men and women);
4. finally, contrary to the study by Schreurs et al., an over-representation of
young men and women between 20 and 30 years of age and women in the
age of 40 to 50 years.
As we drew our samples from the same population, we may expect the several
samples to have the same main characteristics as in the last study.
3.5 The different samples
The study this book reports on was carried out in the rehabilitation service of
the Maastricht CMHC in two phases. The first phase of the study focused on
instrument development in collaboration with the mental health professionals.
No patients were interviewed in this phase, so we were less concerned with
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non-response'. The second phase was concerned with several studies on aspects
of reliability and validity. In this phase we interviewed both patients and
professionals, and we had to deal with substantial non-response. In Figure 3.1
we present a flow chart of the selection procedure in various phases of the
research.
Figure 3.1 Selection procedure in the various phases of the research
Service population CMHC
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The first phase (I), carried out in October 1988, consisted of two pilot
samples. One sample contained 12 patients (H), a second sample contained 41
patients (G). In the second phase (II), the main study which was carried out in
1990, a sample of 56 patients participated (I). All of the patients came into
care between January 1987 and and June 1989. In this time frame the
rehabilitation service received 391 referrals (A). Of these, 306 remained in
care long enough to complete a standard assessment (B). 287 patients consented
(C) to participate in research projects at the CMHC. 19 patients refused
participation (B - C). From the 287 we obtained data concerning a number of
indicators (described in §3.7). Of these 287 consenting patients, 39 remained
in care for a period of less than one year (D), and will be left out of the
comparative analyses. The first cohort of 56 had been in care for one to two
years (E). The second cohort of 192 had been in care for more than two years
(F). The first pilot sample (n=12; H) as well as the main study sample (n=56;
I) was drawn from the cohort of patients defined as definitely chronic (n=192;
At the C M H C Maastricht it is standard procedure to ask each patient if he objects to the use of his data
in research. As this does not concern a personal participation, most patients comply, giving the
opportunity to establish a rather complete database on a limited number of variables.
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F). The second pilot sample (n=41; G) was drawn from the patients defined as
not yet, but at risk of becoming, chronic mentally ill (n=56; E). For each
phase a different selection procedure was followed, as each phase of the study
had its own goals. In the following, we describe the selection procedures of the
various phases in greater detail.
3.5.7 P/w5«7-pt7oto
In the first phase the items relevant for the instrument were selected. Two
small pilots were carried out. After a conceptual development of the
instrument, 12 cases were discussed with a panel of four experienced
researchers and four senior mental health professionals in a small pilot*. The
findings of these discussions led to the development of an instrument tested in a
second pilot. We chose to select the patients from the group of patients with a
previous psychiatric history of between one and two years, as this was a group
which was relatively new for the professionals at the specialized service. The
data were not acquired from interviews with the patients, as the main interest
was item selection, based on the professional's view (Chapter 5). In the second
pilot the full team, also including the less experienced professionals,
participated. In these two pilots we were not confronted with non-response, as
no patient consent for an interview was required. The only limitation was if
the patient refused to let his data be used for scientific goals. We did, however,
stop the sampling after having discussed four cases per professional. The
sample then contained 41 cases.
Figure 3.2 Main study: target groups sampling
180








young men (<30 yrs,











men(> 40 grs ,
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The data of these patients are not included in the comparative analyses described in §3.8, as we selected
this group of patients predominately to discuss the composition of the instrument.
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i.5.2 2 - farg r^ groups
In Figure 3.2 we describe the selection procedure of the main study. In the
main study we looked at the reliability and the validity of the instrument in a
sample of 56 definitely chronic mentally ill, having a preceding history of at
least two years (also, Chapter 7). The 12 cases used in the first pilot were
excluded, leaving a population of 180, before the selection. Specific target
groups were selected to ensure data acquisition in homogeneous groups of
chronic mentally ill according to their social position at onset of mental health
care. 94 patients met the selection criteria. 38 did not consent for an interview
or were not interviewable, leaving a final sample of 56 patients. Four groups
of ambulatory patients were selected according to the following criteria:
1. a group of men who were unmarried and younger than 30 at onset (n=19);
2. a group of women who were unmarried and younger than 30 at onset
(n=16);
3. a group of men who were married and older than 40 at onset (n=9);
4. a group of women who were married and older than 40 at onset (n=12).
3.6 Non-response
As described in the previous paragraph, we were confronted with significant
non-response only in the second phase of the study. The procedure was to ask
the therapist to ask the patient for consent, in order to avoid a conflict of
interest between research and treatment. Consequently, the non-response was
an effect of either the refusal of the patient or because the professional
concluded the patient was at that moment not fit for an interview. The non-
response is summarized in Table 3.1. 94 patients met the selection criteria. 72
were asked to participate''. Of these 60 (83%) consented to an interview.
Table 3.1 Reasons for non response by target group in the main study
refusal by the patient*
refusal by the professional*
patient too psychotic
patient too depressive
patient hospitalized at time of interview
other personal crisis
family system too complex
parent or kin disapprove
No reasons mentioned, or not accountable













































































* N.B. 12 = 3 1 % of the total refusal were due to the patient, while 69% were due to the professional
4 patients did not finish the interview sessions before we could finish the assessment.
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Reliable data were acquired from 56 patients. It is important to notice that the
majority (65%) of the refusals were due to the therapist. Almost always, this
was due to a crisis or acute exacerbation of mental illness. This could lead to a
"healthy patient effect" in the sample. In the group of married women refusal
was more frequently due to the patient. Only 52% of this group was acquired.
The risk of a healthy patient bias, or other selection bias will be addressed in
the discussion of the comparison between the different samples (§ 3.9).
3.7 Comparison of the chronic population with the population of
the district .;...,„,,_.
In Table 3.2 we present an overview of the sociodemographic characteristics
of our population. To understand the selectivity of our response we shall first
have to know more about the population we drew the samples from. We are
Table 3.2 Sociodemographic characteristics of the chronic mental patient
cohorts at the rehabilitation service of the CMHC Maastricht,
compared with the demographic key figures in the population of
the district
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• Fischer exact z score, p<0.001 ' data of 1989 & 1990 / " data of 1987-1989
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interested in the specific characteristics of the patients in care at this
specialized service. We therefore compared the two patient cohorts "not yet"
and "definitely" chronic with demographic key Figures of the district of the
CMHC. These key figures were obtained from the Dutch Central Bureau of
Social Statistics (CBS, 1990; 1991a). We used these data as a baseline, to get an
impression of which demographic characteristics are related to chronicity in
our population. The comparison focuses on the variables age, sex, marital
status, household composition, vocational status and social class. Though the
demographic key figures represent only data for 1989 and 1990 and the
described population concerns data over the years 1987-1989, it is quite safe to
compare these, as no major changes in the variables represented here have
occurred over this time period (CBS, 1991b). j £, ?,v -
When we compare the demographic key figures of the district with the two
patient cohorts we may observe quite a number of differences. Both patient
populations show an over-representation of the age group 30-40 years and an
under-representation of the age group 40-65 years. The data on marital status,
household composition, vocational status and social class underline the
vulnerable and socially marginal position of the chronic mentally ill. Both
patient cohorts show a powerful underrepresentation of the married (twice as
few as in the regional population), and over-representation of the unmarried
and the divorced (up to twice as many as in the regional population). In both
patient cohorts, a relatively large percentage live either alone or with their
parents. Also, relatively large percentages are either jobless or incapacitated.
Concerning educational level, the comparison is influenced by the fact that
Maastricht is a University city with a relatively large percentage of highly
educated people. When we compare the two cohorts with each other we may
observe some slight differences. The cohort 'at risk, but not yet' contains more
patients in the age group 30-40, more men, more patients still living with their
parents, but less incapacitated or jobless.
3.8 Comparison of the samples with the patient cohorts
3.8.7
In Table 3.3, the samples are compared with the patient cohorts 'not yet' and
'definitely' chronic. The first sample was extracted from the not yet chronic.
A large proportion of this group (75%) was entered in our sample. The data
show no important differences between the cohort and this sample. The second
sample is a homogenous grouped selection of the patients in care for a period
longer than two years. This sample was a very specific selection.
Consequently, it may be expected that the sample has certain specific
characteristics, which may be significantly different from the group it was
selected from: the definitely chronic. The apparent, and statistically also
significant, differences - as for example the larger proportion of
unmarried.and the larger proportion of patients younger than thirty in the
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Table 3.3 Sociodemographic characteristics of both samples compared with
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• Fischer exact Z score, significant differences, p<0.05
second sample - are an effect of the choices made in the selection procedure.
Also the higher proportion of better-educated in the second sample is an effect
of the selection, as relatively more younger patients were sampled.
5.8.2 /nvert/gario/t o/re/ec/i'on Was
Apart from the choice to select homogeneous groups, the sample in the second
phase of the study was slightly biased as an effect of a selective response. Only
62% of the patients fitting our criteria were interviewed. Elderly patients
consented less often for an interview. Only half of the elderly women were
interviewed. The professionals regarded a substantial amount of the young
unmarried men as not fit enough for an interview. Consequently, some
concern in respect of a selection bias in the main study sample is warranted.
To investigate this concern, we compared the samples of the second pilot and
the main study with the patient cohorts in terms of diagnostic characteristics
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Table 3.4 Diagnostic categories of both samples and of the patient cohorts at
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• Fischer exact z score, significant differences, p < 0.05
and patient career characteristics. Table 3.4 shows that we need not worry
about a healthy patient selection effect. These data show that the last sample in
particular contains more severe cases, as the B.P.R.S. as well as the
schizothymic and depressive index scores are significantly higher than that of
the cohort they were drawn from. With respect to the diagnostic categories no
major differences were detected. The high schizothymic index score in the
second sample may be due to the selection of more young chronics.
3.8.3 Paf/enf career
Also concerning global indices concerning patient characteristics such as
current age, age at onset and years in care, no significant differences were
observed (Table 3.5). Only the second sample showed a somewhat lower mean
duration of care, again perhaps an effect of the over-representation of the
younger groups.
Table 3.5 Patient career in the samples compared with the patient cohorts at
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3.9 Summary of the comparisons
In this chapter we discussed our decision to distinguish two patient cohorts
among the population referred to a specialized rehabilitation service for the
chronic mentally ill. First a group of 'at risk, but not yet' chronic mentally ill,
in care for longer than one, but less than two years. Second a group of
'definitely' chronic mentally ill in care for more than two years. These patient
cohorts were compared to the population of the district on a number of
sociodemographic characteristics. The patients at the service are relatively
young, most often without a partner - unmarried or divorced, living either
alone or with their parents - and almost always without any daily obligations,
being either jobless, incapacitated or ill. Relatively few have children of their
own. Many still live with their parents, despite being in their mid-thirties. The
social class of the patients is low, despite a sometimes good education or
background. When we look at the comparison between the samples we studied
and the patient cohorts, fewer differences are apparent. Most of the
differences, especially in the second sample, can be explained by the specific
choices we made in respect of the selection criteria. In the first phase of the
study, when we discussed a number of patients with the mental health
professionals, the main goal of the assessment was item selection and obtaining
a professional's opinion on the feasibility of the instrument. In this phase we
were not confronted with non-response nor were we concerned with this issue.
In the second phase, non-response was considerable. However, the data show
that the response group is not a healthy patient selection. On the contrary, in
respect of symptomatology assessed within three months after intake, data
show that the group we interviewed actually contained the more severe cases.
We therefore may conclude that the group we sampled is a fairly good
representation of the population we wanted to select.
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Social role concepts underlying the instrument
. < : • . ! . ; . , : - ; s • - - . . • • ; ».• ;
The present chapter highlights the theoretical background of the conceptual
definitions underlying the instrument. It presents a historical review of the
role concept. Different theories are compared. These are not regarded as
mutually exclusive, but as complementary (Gerhardt, 1971). An effort is made
to combine the different concepts in a single theoretical framework for the
description of social role development. This framework is finally related to
social integration and social disintegration in the chronic mentally ill. This
chapter relates to the first two objectives presented on page 1 of this thesis:
1. to develop an instrument which relates the current degree of social
integration to the lifetime development of social adaptation;
2. to fit this instrument into a simple and understandable theoretical
framework;
4.1 Introduction
Ambulatory care of the chronic mentally ill is focused on the functioning of
the individual within the natural setting, the patient's own social context. Social
psychiatric research contributes to professionalization of mental health care by
focusing on the understanding and analysis of the social dynamics precipitating
mental illness (Romme, 1991). In order to professionalize the outpatient care
of the chronic mentally ill, the Department of Social Psychiatry of the
University of Limburg is collaborating with the Community Mental Health
Center of Maastricht in a number of studies on patient careers, need of care,
social network and social role fulfillment (Radstake et al., 1985; Hamers,
1987; Romme et al., 1987; Baars et al., 1990). In these studies the social
dynamics precipitating mental illness are interpreted following the ideas first
presented by the Dutch psychiatrist Querido (1956) as the "theory of social
homeostasis". Querido applied the physiological principles of homeostasis for
the description of the social dynamics of a mental illness. In his view (mental)
illness replaces socially integrated functioning. If illness is long-term, the
(mentally) ill lose their integration in society. Following his line of reasoning,
the diagnostic process implies a biographical description of the social position
of the individual, clarifying which part of the social functioning was replaced
by illness, and which social dynamics have influenced the process of
replacement.
However, Querido did not explain how to operationalize his ideas. How can an
abstract concept like integration into society be operationalized? What is
"socially integrated functioning"? Socially integrated functioning implies two
49
CHAPTER 4
sub-dimensions. First the degree of social integration in the direct environment
and in society. Secondly, the activities and initiatives which the individual
undertakes in the relationships with others in his direct environment. (Social)
action leads to adaptation and integration if the individual lives up to
expectations set by the direct environment. Living up to expectations means an
adequate fulfillment and performance of social roles (Weber, 1947). To
describe the degree of social integration in the direct environment, we chose to
apply the theoretical framework provided by Gerhardt (1971). In her
monograph "Rollenanalyse als kritische Soziologie", she presents a framework
in which she distinguishes three different types of roles in terms of their
permanence. Thus, her theoretical framework is useful for the description of
the positions achieved by the individual in society. She based her ideas on a
number of theoretical predecessors, the main features of which we shall also
highlight. For the description of the second dimension, the development of the
activities and initiatives which the individual undertakes, we will review a
selection of literature on socialization, both in youth (Erickson, 1963) and in
adulthood (Krauss-Whitborne, 1979; 1982; Erickson, 1974; Levinson, 1978;
Hurrelmann, 1983). This chapter first presents a historical review of role
theory and the ideas of Gerhardt. Her ideas are then combined with the
findings of different authors on socialization, leading to a framework for
description of social role development and acquisition of a position in society.
We will conclude with a description of the relevance of this theoretical
framework for the rehabilitation of chronic mentally ill.
4.2 Role concepts
The concept of role is by no means clearly defined. Many sociologists have
presented their own role theories each with a different set of definitions and its
own terminology. Quite often, different words cover the same concept,
whereas different concepts are covered by the same words. An example is the
term 'position'. Linton (1936) uses this term to describe the position achieved
by the individual in society, whereas the same concept is covered by
Dahrendorf using the term 'status'. Depending on the source, a role may be
conceived as (Biddle, 1979):
- a position differentiated in terms of a given social structure (Levy, 1952);
- what the actor does in his relations with others within the context of his
functional relation with the other(Parsons, 1951);
- what individuals do as occupants of a defined social position (Newcomb,
1950);
- an internally consistent series of conditioned responses (Cotrell, 1942);
- (an) integrated or related subset of social norms" (Bates, 1956);
- the sum of cultural patterns associated with a particular status. It thus in-
cludes attitudes, values and behavior ascribed by the society (Linton, 1945).
No matter what the role theory, when you apply the concepts it covers, you
have to make explicit which theory and which concepts are used. Only then,
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will the application of the terms be understandable and the operationalizations
controllable.
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In sociology, various theoreticians describe social interaction in terms of role
fulfillment. One of the best known theoretical descriptions is that of the
symbolic interactionists. In their view, role is defined as the subjective
perception of the direct interaction. The perception of the role the other plays
in the interaction is interpreted as a means of action toward one another.
Human beings interpret and appraise each other's actions instead of merely
reacting to each other's actions. Behavior is regarded as the individual's
interpretation and handling of stimuli, and group action as an effect of fitting
together individual lines of action (Stryker, 1957). The individual's response is
based on the meaning attached to certain actions. Interaction is mediated by the
use of symbols, by interpretation, or by ascertaining the meaning of one
another's actions (Mead 1934). The symbolic interactionists regard self-
consciousness and the continuous interpretation of the actions of others as the
motive of human action. In their view, social roles are fulfilled in the direct
contact with other people, thus description and interpretation of interaction is
the focus of study at a micro-social level (interactionist role concept, Visser et
al., 1983).
4.2.2 Soc/a/ con/Jicf
Another important theory, the theory of social conflict, focuses on the
personal interests of individuals participating in a social interaction, on their
motives, incentives and division of power. The description of relations and
positions between individuals on the organizational and group level is the focus
of study at a meso-social level (the "personal role concept". Visser et al.,
1983). Human society is determined by differences in positions, power and
rebellion against power, and the threat of sanctions. In this theory, antagonism
and incompatibility within society are the incentive for human action. An
example is Dahrendorf (1958a, p. 190-205), who distinguishes three kinds of
expectations, each bringing about a different kind of sanction: "MuB-", "Soil-"
and "Kann-erwartungen". In "MuB-erwartungen" the sanctions are explicit,
either by law or by a professional code. In "Soll-erwartungen" the sanctions
are ethically determined within a cultural or subcultural context and sanctioned
by an implicit rejection. "Kann-erwartungen" are sanctioned by positive
reinforcement, consent and approbation (e.g. by superiors in a hierarchical
organization). The impact of sanctions determines the actions of the individual:
the stronger the sanctions, the clearer the expected behavior. Conflict theory
regards prescribed norms and power structures as the determinants of human
behavior. Within each social organization, positions with control over other
positions can be distinguished. Social roles are determined by sanctions and
norms. Consequently, the positions and relationships between individuals at a
meso-social level is the focus of study.
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The third theory, the theory of structural functionalism, describes the
conditions and prerequisites for keeping the social structure together.
Description of cultural and societal norms and expectations is the focus of
study at a macro-social level (the "structural role concept", Visser, 1983).
Structural functionalism connects the elements of the individual's actions by
relating these actions to an integrated structure of society. Human's actions are
always determined by rules and prescriptions (Linton, 1945). These
prescriptions limit the individual's span of control over his own actions,
engendering a structure of explicit expectations.
4.3 The theory of Uta Gerhardt; a meta analysis •• - • • • • , . . . , • .
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These three different levels of analysis and interpretation, the micro-social
level as described by the symbolic interactionists, the meso-social as described
in the theory of social conflict and the macro-social level as described in the
theory of structural functionalism, were combined by Gerhardt into a
comprehensive theoretical framework. Gerhardt combined the main features
of these apparently conflicting theories in an effort to relate the actions of the
individual to the structure of society. The predominately structural role
concept of Uta Gerhardt is useful for the analysis of the chronic mentally ill
because it describes the position of the individual in terms of roles with a more
or less important impact and permanence in daily life. She uses the following
definition of role:
fto/es are fne resu/f of a fypo/ogy of prescr/pfons basée/ on be/jav/ors,
fra/te, performances and fas/c ftj/ff//menfs o/ /nd/wdi/a/s nawngj a s/m/7ar
pos/f/'on orran/c (Gerhardf, 7977, p.
In her theory, she refers to the three main sociological views mentioned above.
In her view each of these views reflects a different organizational principle of
social order at a different level:
1. The theory of normative integration, i.e. structural functionalism, focuses
on normative consensus and the adjustment of the individual to the societal
structure. Society is built upon a set of rules and expectations. The
individual must adjust in order to participate. Interaction and collaboration
are consequently defined by these rules and expectations, whether explicit
or not. In the process of socialization, the individual internalizes these
expectations. Thus, the individual knows what to do and how to behave in a
specific social position.
2. In the theory of conflict, society is built upon the division of power. It is
not consensus and adjustment, but power and sanctions which determine the
position of the individual within society. The individual is obliged to adjust
and comply and is threatened by rejection and sanctions.
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3. In the theory of symbolic interaction, society is viewed as a process of
ongoing activity and interactions, not as a relatively static system, structure
or organization (Stone, 1962). The individual forms and aligns his own
actions on the basis of his interpretation of the acts of others.
Whereas most of the representatives of the different views reject the other
opinions, Gerhardt reasons that they are in fact complementary, each focusing
on a different level of societal structure (Gerhardt, 1971, p. 291). Within each
level, she distinguishes different types of social roles, each with a different
impact on the position of the individual in society. On the highest level she
distinguishes the status roles, on the middle level the position roles, and on the
lowest level the situation roles. In Gerhardt's construct, the theory of
normative integration focuses on the highest level, the status roles. The theory
of social conflict focuses on the middle level, the position roles. The theory of
symbolic interaction, finally, focuses on the lowest level, the situation roles.
The division between the various types of roles is gradual. The status role
represents what is ascribed by others to a person, because of age, sex and
social class. Position roles give a structure to daily life. They are a
representation of the position of the individual in society and are gained
through achievement. The situation roles reflect the direct interactional roles
the individual shares with others in daily life.
4.5.2 States ro/es
Status roles reflect behavioral expectations which the individual has to live up
to as a member of society with specific universally applicable characteristics,
such as sex, phase of life, religion and social class. When you are a young man,
society expects you to have a job. When you are an older woman, society
expects you to have responsibilities within your family. The expectations
accompanying the status roles are implicit, but well known. They are shared
by a major part of a (sub)culture (van Gelooven, 1990). For each cultural
group in society, these expectations differ. For example, as a woman you are
expected to marry and raise children, but you are allowed to have your own
career if you organize it adequately. However, as a woman of an ethnic
minority you are not allowed to have your own career and you have to focus
all your activities on domestic responsibilities.
The status role is ascriptive: an individual has little influence over obtaining
the role and either does or does not assimilate the characteristics. The
individual grows into the status role. Expectations related to status roles
change over different periods of life. A child is not expected to perform in the
same way as a young adult is, just as the expectations for young adults are
other than those for older adults. An individual fulfills the expectations of a
status role by showing behavior which is expected of everybody of a certain
age, sex, social class and with a certain position in society. An adult who
behaves like a child does not fulfill his status role. To assume a status role, the
individual has to win respect and authority from his environment. Personality,
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abilities, and experience, among other factors, determine whether an
individual can meet the expectations. Because the societal expectations are
abstract and implicit and not determined by the individual's abilities but by
what he is, role fulfillment at this level is difficult to learn or change.
However, deficiencies in living up to the expectations of the status roles are
severely sanctioned. Falling short is mostly due to a severe dysfunctioning.
Consequently, deficiencies are difficult to compensate for.
4.5.3 Position ro/« . ' ' ' *' - '
A position role is a compilation of expectations and rules set by the direct
environment according to the position the individual has within a distinct social
network, for example within a family, a business, or a club (Knibbe, 1981;
1982). Position roles are obtained through accomplishment at home, at work
or at leisure. They have to be gained, an individual has to show certain
abilities. Examples of position roles are the role of husband or wife, the role
of leader, the role of foreman or the role of scholar. A position role
represents the placement of the individual within a social substructure. Each
person takes a number of positions at the same time. Some are short-lived,
others are more important and require certain abilities. These roles give a
structure to daily life, because they require meeting expectations regularly.
Through the fulfillment of different position roles, an individual becomes
hierarchically placed within social relationships. Position roles represent the
rank order of the individual within a limited and definable social context. The
expectations are explicit and less abstract than the expectations set to status
roles. In the short and the long term, daily life is composed of different
positions within various interpersonal relationships. In a position role
responsibilities have to be met, expectations in respect of tasks are set and the
individual has to perform to a minimum standard in order to keep the position.
The position role is acquired by complying to social norms and rules, for
example within a job, within a marriage, or within social clubs. Skills,
professional training and personal abilities determine the achievement of
position roles. The expectations set to position roles are sanctioned,
misbehavior or inadequate performance leads to loss of or rejection from the
role. However, if the role is well established, for example because the
individual has performed well for a long time in the past, the sanctions are
difficult to impose. In organizations, inadequate performance by employees
who have worked for a longer period of time mostly leads to long-standing
conflicts which quite often remain unresolved, because both parties have few
alternatives (Kahn, 1974). Consequently, position roles held for a longer
period of time provide security since loss of the role is less likely.
4.J.4 Situation ro/es
Situation roles are determined by expectations of adequate behavior within
incidental situations. The expectations regulate interaction within limited
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situations, for example in traffic, at parties, at a meeting, or in a pub.
Examples of situation roles are leader, group participants, visitor or speaker.
Situation roles have little impact. For example, when an individual has led a
meeting with a certain success, he may be asked to become chairman, i.e. a
position role. Situation roles are temporary. They are limited to a particular
time, place and situation, and are restricted to the direct interaction with
others. An individual can easily withdraw from a situational setting. The
sanctions for inadequate performance are short-lived and experienced as less
important. They have little or no effect on the social position of the individual
in the long term. Situation roles are changeable and interchangeable: in a
certain situation a person may have a role of major importance, while he may
be subordinate in another situation. Situation roles, thus, offer an opportunity
for training abilities and behavior necessary to acquire position roles.
4.4 The different levels and the freedom of action
According to Rommeviet (1955), roles can be placed in a continuum with an
increasing degree of structure imposed by rules and expectations and an
increasing number of sanctions. By combining the ideas of Rommeviet and
Gerhardt, it becomes clear that functioning in a situation role leaves the
individual with a large degree of personal liberty, while in a position role the
individual has to comply to more fixed norms (Figure 4.1).




situttion rolts position rolts stilus rolts
Rl is the situation role of the individual in his circle of friends. The personal
component (1), i.e. the freedom to behave is much larger than the cultural
component (2). The sanctions are less, but the impact and continuity of the role
are also less. R2 is the position role of the actor in a vocational setting. The
personal component (3) is now much less; the cultural component (2) as well
as the sanctions are in inverse proportion more important, and the impact and
continuity of the role are consequently also greater.
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4.5 Operationalization of the role concept in the current study
To describe the fulfillment of role, two main dimensions are important:
did the individual achieve, and /low was this achieved. "What" can be described
by means of the status and position roles the individual has achieved: the place
the individual has acquired in society (cf. Gerhardt, see the previous
paragraphs). "How" can be described by means of the assessment of the social
role performance and the social role development within a number of relevant
domains. In most observational instruments dealing with the judgment of social
behavior and social functioning, assessment is dependent on the interpretations,
norms and expectations of the observer.
To obtain a certain degree of objectivity, we defined the concept of role
performance as the factually observable behavior within a clearly defined
interaction with other people. In short, we are interested in what the individual
indeed does. What aspects of social role are observable*? In our definition of
role performance we follow Visser (1983):
>4 soc/a/ ro/e ;s toe comb/naf/on of expectef/ons tv/tf? respecf to benawor
wrfrt/n a circumscribed pos/f/on and fhe acf/wfy of f/>e actor /r> fftaf
pos/Y/'on.
In Visser's operationalization, role is more than a set of expectations: it is what
the individual does in fact. Subsequently, in the assessment of role
performance, obtaining information from the environment is essential, either
through an informant or through a careful assessment of experienced
problems. The main question concerns the extent to which the behavior of the
patient meets the demands of the direct environment. These demands can be
fitted into a limited number of domains. In our study we defined these domains
as role performance areas, areas of human functioning within which behavior
is linked. Because we want to relate current functioning to past functioning,
the choice we made in defining the domains is based on assumptions of
dimensions in human development: the process of socialization, not only in
youth, but also in later life. In the following paragraphs we will address the
theoretical foundations of the five role performance areas we chose for the
description of role development. Beforehand, the relationship of certain
concepts of socialization theory to certain specific characteristics in the social
development of the chronic mentally ill will be clarified in order to explain
our choice of five distinct areas of social role performance.
4.6 The concept of role and the socialization process
A typical feature in the development of social adjustment in the chronic
mentally ill is the preponderance of an inadequate role performance
accompanied by periods characterized by a downward spiral of deterioration
This basic principle is applied in the definition of the scoring of the items and is meticulously
described in the manual, appendix no II.
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in several areas of daily life. Nijhoff (1980) shows that social problems are
often individualized, and followed by social rejection. The social dynamics he
describes make it clear that people with problems, especially psychiatric
patients, have an increasingly diminishing span of social control. Quite often
the process is irreversible if the problems become chronic. Consequently it is
important to identify the phase of life in which social rejection first took place.
The earlier it occurred, the more widespread the dysfunction. The earlier the
relapse, the more widespread the role impairment in areas of daily life.
The later the relapse, the better the chance of a circumscribed role
dysfunction. Especially after a long period of time, the impairment may have
spread to so many areas of daily functioning that cause and effect are
impossible to trace. :^.... • ;::,.;<,;:,•,.,.;.-. *;.. ... .-,:,,n H W ; ^ « : -^  ^  v;,w^.,.... *
In the description of social role performance in the chronic mentally ill, it is
important to relate current performance with development. In human social
development, socialization is a process in which a child, and later an adult,
learns to adapt to the norms and values set by the direct environment either at
home, with peers or in a vocational or school setting. Socialization may be
described as: "learning in which situation which norm has to be applied, but
also having an opinion as to which norm is appropriate" (Knibbe, 1981).
Knowing which norm is appropriate means internalizing the expectations, thus
making it a part of your personality. According to Baumrind (1980),
socialization in the child is an adult-initiated process by which children,
through insight, training and initiation, acquire the habits and values congruent
with adaptation to their culture. According to Kreppener (1982), this process
of socialization does not stop after adulthood. Then, however, the expectations
are more complex and less explicit. By acknowledging the positive or negative
reinforcements of the environment, an individual acquires the possibility of
adjusting his behavior. By meeting expectations, the individual acquires an
increasing degree of independence and power in the fulfillment of roles in
daily life. Each change in status and position roles requires socialization to a
certain extent, as for example in a new job, in marriage, in the raising of
children, after retirement. Functioning in new, more complex position roles
requires an increasing degree of differentiation and specialization, especially in
the current over-organized society.
To develop oneself in new position roles, and to acquire new and more
complex roles, skills are required which can be learned at different moments
in life. Some skills have to be a part of your personality. You can't develop
them at an older age; however, they may be felt as indispensable in the new
role. Role strain and dysfunctioning will follow. The freedom provided by the
context determines the extent to which role strain develops. This freedom also
determines the possibilities of learning and adapting to a new position. In this
view, personal development is a continuous process in the interaction with the
direct environment and the social and the vocational context. An example is
adaptation within work. If there are certain expectations in respect to personal
hygiene in the vocational setting, role fulfillment in terms of self-care and self-
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presentation may be expected to be optimal. The individual knows how to
behave. The same observation may be made with regard to behavior within
social clubs. To be accepted, the individual has to comply with the rules of the
club, and show a minimum standard of self-presentation. A role hierarchy may
be assumed to exist; to fulfill the more complex roles within organizations or
at work or in social clubs, the individual has to perform well in less complex
roles. This hierarchy in role performance has been empirically confirmed in
different studies in normal, in physically ill and mentally ill individuals
(Biddle, 1979; Gerhardt, 1986; de Jong, 1987; de Jong & Molenaar, 1987).
4 . 7 L i f e c y c l e s v :•-•- ? . . . ; v ^ r ^ • • • < " ' > ' , --.;^:: v ; U ' Y ! •. ,• •••• •.;-•;-
According to Kohli (1983), three developemental cycles in wich the individual
learns and requires new roles can be distinguished in human society. Each
cycle consists of a number of subsequent phases. Certain roles are achieved,
carried out, and perhaps lost in a later period of life. Functioning in daily life
is determined by at least one of these three cycles: the family cycle, the social
cycle and the vocational cycle. Each cycle is of importance at different
moments of life. They may be represented as undulations with ups and downs
at various phases of life, as follows:
1. 77j£ /aw»/)' cvc/e. At home in the family, each child learns how to behave.
The security and the feeling of basic trust provided by the parents offer the
child the opportunity of bonding (Bowlby, 1969). This ability to bond and
express a feeling of togetherness may be brought into effect at a later phase
of life, for example in partnership relations. At home, values are learnt in
respect of the care of oneself and others, and in respect of personal interest
in others. In early youth, early adolescence, and when the individual starts
his or her own family in early adulthood, the family is a major aspect of
daily life, and consequently a major aspect of identity. When the child
becomes older, or, later on, when his or her own children become older,
family life becomes less important. The children move their focus to a peer
group and the parents develop activities in the neighborhood or in social
clubs. For the parents, social contacts and leisure become more important
again.
2. 77>e socia/ cvc/e. In childhood, an individual learns to adopt socially
desirable behavior in a peer group. Later on, this behavior is brought into
effect in social clubs, organizations and friendships. The social context
becomes more important in later adolescence, and when one's own children
leave home in later adulthood. In those phases of life when the family is
important, social life becomes less important, and vice versa.
3. 77ie vocaftona/ cyc/e. In education, and later, in a job, the individual has to
perform according to demands laid down by the setting. Skills and abilities
lead to appreciation in the form of better position and income. The
individual achieves, develops and maintains a position until reaching the
summit of his abilities. In early adulthood most people start a career, which
is either consolidated or abandoned in the mid-thirties.
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In the midlife crisis, an evaluation of achievements takes place, and
sometimes a reorientation. After midlife, either a decline or a further
stabilization may take place (Levinson et al., 1974).
A new phase in a cycle is quite often marked by an important event (Glick,
1978) such as partnership, marriage, childbirth, leaving home or the decease
of a partner or child. In each cycle a sequence can inevitably be recognized.
Whenever a change occurs in the normative content of the role, i.e. the role
expectations, a new role in the sequence emerges (Rodgers, 1964). The role of
father of a toddler is not the same as the role of father of a schoolboy, an
adolescent or a young adult. In each phase, different positions are taken
together with different combinations of position roles. In a longitudinal or
retrospective study on role performance, these combinations of positions and
relationships have to be taken into account. When an individual assumes a role,
this leads to integration and balance within the social context. If the individual
does not succeed in fulfilling the basic expectations of a new role in a
sequence, this may lead to a lack of integration, the experience of pressure or
sanctions, and difficulties in assuming subsequent roles in the sequence.
Typical patterns of development are presented in Table 4.1 (Erickson, 1974).
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Depending on the phase of life in which the individual can be placed, the
requirements and expectations vary. Erikson (1963, 1974) was the first to
describe some main features in the expectations typical of the different phases
of life. Following Erickson, Krauss-Whitborne (1982) described adult
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development in greater detail and distinguished a number of developmental
phases, each with its own specific features, which we follow in our study.
When an individual has to assimilate several changes at the same time in
different areas of life this may induce a decompensation. Consequently, the
transitionary periods between phases of life are essential in the assimilation of
new roles. These are the moments when the individual acquires new roles in
relation to his performance and abilities. At these moments the individual
meets the challenges of life. In these transitory periods not only role transition,
but also role conflict and stress occur. A relapse or a stagnation in
development can be the result of unsuccessful role transitions between
different phases of life. At each moment of life several basic expectations may
be defined which the individual has to meet. These expectations are the
minimum prerequisites for adjustment in a specific phase of life. When an
individual does not succeed in meeting the expectations, stagnation or downfall
may occur, sometimes accompanied by mental illness.
4.8 Role performance domains r; ,;?; - i ^
The basic prerequisites for adjustment can be clustered within five domains of
social role performance. In this study we based the choice and the operational
definitions of these five domains on the socialization theory of Hurrelmann
(1983), who identifies these areas as distinct settings of socialization within
which behavior develops. These five areas are delineated as follows:
1. Material self-care and care for others; in "taking care".
2. Supportive, family and kinship roles, with specified expectations, such as
relationships with children, parents and other kin, but also relations with
important non-kin; in "support".
3. Sexuality and intimacy roles; in "sexuality".
4. Vocational roles, either in a formal or a non-formal setting, if a
responsibility has to be carried; in "daily obligations".
5. Social roles, covering activities without an obligatory function, in relation
to kin or non-kin, but also within an organizational setting, or social clubs;
in "social activities".
These role performance domains may be seen as functional prerequisites
(Duvall, 1967), functions which necessarily have to be performed for the
individual to keep his position. In this arrangement, the five basic human needs
of Maslow (1970) can be recognized: physiological needs, comfort, love,
esteem and accomplishment of values. Physiological needs are fulfilled in
taking care. Comfort is realized through support. Love is realized within a
intimate relationship. Esteem is realized through a professional career, or in
the establishment of a family. Finally, most of the values are realized either in
a career or in social life. In the current study, we assume the above role-
performance areas develop independently of each other within the various
phases of life. Support, for example, develops in early youth with the feeling
of basic trust and may be expressed to a partner and children in early
adulthood. The vocational roles develop in adolescence and are established in
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arly or middle adulthood. The next paragraph will describe the different role-
performance areas in greater detail, and we will go into how they develop and
when and how they are brought into effect. In the definition and distinction of
the different role-performance areas, we are primarily interested in current
performance. For the description of current performance, we applied the
operational definitions as described by Ivan Nye in his study (1976),'7?o/e
s/rHcfwre and ana/ysw 0/ f/ie /amil/ ' , complemented with sub-dimensions
relevant for the assessment of development. Selection of the items was based
on the dimensions and items he describes in his study, though not all domains
were used and they were also arranged in a different way'.
In the "taking care" role-performance domain we distinguish self-care and
care of others. This domain is developed in early youth and is quite often a
source of conflict in child rearing. Especially in young adulthood, a stagnation
or relapse in development may occur.
In the "supportive" role performance domain (the therapeutic role cf. Ivan
Nye, 1976) we distinguish three sub-dimensions: bonding (the ability to
establish an emotional relationship); practical support; and the ability to
resolve interpersonal problems and conflicts. These three sub-dimensions may
be regarded as features of an affective bond within family life or with
important friends. The dimensions of this domain can be expressed in family
relations, but also in the relation with an elderly neighbor, for example.
Support first develops in early youth by the basic trust experience.
Subsequently, in puberty and adolescence, the child is trained in solving
problems and conflicts, an ability which it needs for the establishment of its
own family (Bowlby, 1969).
The third role performance domain is "intimacy and sexuality". In this domain
we distinguish the choice of a sexual preference, the establishment of sexual
and intimate relationships, the choice of a partner, and the determination of his
or her own position and input in a relationship, as well as the recognition of
the other's wishes. In early life a child already learns gender-specific behavior.
In the puberal years the sexual identity is further developed. In adolescence
one's own preferences and choices are shaped. Especially in adolescence, the
individual may be preoccupied with uncertainty and insecurities in this
domain. Self-awareness and individual choices in this domain are mainly
established in early or middle adulthood.
The fourth role performance domain is the "vocational" role domain. We
chose not only to evaluate performance in a job, but broadened this concept to
include working in a structured or semi-structured environment within which
the individual has a certain responsibility but not necessarily an income. Sub-
dimensions of this role domain are practical task fulfillment, interaction with
Ivan Nye's study focused on family interactions in role. Not all of his dimensions were
relevant for the current study.
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others, both at the same level and on higher or lower levels, and the coping
with problems and personal conflicts in work. In adolescence, when in school,
the sanctions may be of little impact and work less important, but especially in
early and middle adulthood work is an important source of identity and self-
esteem. Levinson et al. (1974) distinguished four different phases in the
professional career, within which the responsibilities increase. First, a
construction phase: under supervision of a mentor an individual assumes
increasing responsibilities. Then, a phase of establishment. In this phase the
individual has his or her own responsibilities related to experience and these
responsibilities are expanded gradually, though still in the same subordinate
position. In middle adulthood the career develops and the individual functions
at the top of his abilities. If the individual does not succeed in keeping his
position, stagnation or rejection occurs, which in Dutch society quite often
leads to incapacitation. The final period is, of course, retirement.
The fifth role performance domain is the domain of "social activities". This
domain covers those activities not bound by obligations or expectations which
are aimed at leisure, personal development or informal interactions with
friends or kin (recreative and socialization role, cf. Ivan Nye, 1976). This
domain includes interactions and activities, but also the possibility drawing on
friends, relatives, acquaintances, or social clubs. It does not include
relationships with close friends, which is covered by support. Leisure may be a
source of a social network and a support network. The way leisure time is
spent, either entirely alone or (more frequently) with others, is an indication
of the quality of the social interactions. Another indicator is the mutuality
within social relationships. A third indicator of the quality of social relations is
initiative and the extent to which initiatives lead to activities at home or
outside. In early youth and adolescence, social activities and a social network
may be quite unstable. In early adulthood, a stable network and social life
within social clubs is generally established. This network and the social
activities tend to decrease when family life becomes more important. Later on,
when the children leave home, the social activities tend to increase again.
Each role domain has consequently a specific developmental pattern
throughout lifetime. Each new phase of life sets new demands. New and more
complex roles have to be learned. What is learned in early youth and puberty
is tested first in adolescence. In early adulthood the individual acquires a place
in society, and perhaps starts his or her own family. Middle adulthood is a
period of consolidation, both in work and family life. In mid-life, re-
evaluation of achievements may lead to a crisis. For example, marriage may be
experienced as a routine, leading to divorce: the professional career is re-
evaluated, leading to change or loss of work. In later adulthood, the achieved
position is either consolidated or deterioration starts.
4.9 Discussion and conclusion
In his theory of social homeostasis, Querido stated that a person in the
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interaction with his environment is always subject to mechanisms of
equilibrium, physically, mentally and socially. Disruption of the equilibrium
always leads to a compensation. The compensation is either from within the
person or imposed by the environment. When the person falls short in any
way, this disturbs the social environment and a regulatory impulse occurs.
This impulse may be complementary and supportive, or non-complementary
and rejective. Figure 4.2 presents a model showing the interdependencies.
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In this model, social behavior is gradually replaced by psychiatric illness.
When the equilibrium is disrupted for a longer period of time, the patient loses
his grip on his environment, and the illness replaces social integration. The
patient has no opportunity to fulfill the required position roles. Following the
theoretical framwork presented in this chapter, social integration is
operationalized in role performance and the achievement of a social position
through the fulfillment of status roles and position roles. Role performance
concerns to what extent the individual lives up to the demands he meets. A
good performance indicates that the individual meets demands in a number of
domains in daily life, concerning his personal hygiene (in taking care),
concerning important relationships (in support), concerning the intimate
relationship with a partner (in sexuality) concerning his job (in daily
activities), and concerning his social context (in social activities).
A good performance also determines the fulfillment of status and position
roles, and thus enhances social integration. In the same way, a bad
performance may lead to a loss of social integration. At first the loss is
temporary. After some time it may be impossible to reintegrate. Certain
position roles cannot be regained. A dysfunction in one of the role-
performance domains may lead to inadequacy in other domains and in the long
term, to the loss of the status and position roles. In the chronic mentally il, an
important feature is the failure to maintain even the simplest of the daily life
roles. By being a father, a mother, having a job, being a partner, taking care
of others and giving support, one belongs to others. To belong within a social
context an individual has to actively perform social roles and take some
initiative. If an individual stays a child, is taken care of, is supported without
giving any support, doesn't solve problems or conflicts or have any contacts
outside the family, the individual hardly belongs anywhere and becomes
socially disintegrated.
Roles give stability in daily life. By occupying a number of roles you have
something to do and you know what to do. You have your goals and
expectations to meet. Looking at the biographies of chronic mentally ill
patients (Romme, 1987), it is important to notice that especially transition to
more complex roles is accompanied by relapse, either in early adulthood or at
moments when responsibilities in family life or job change. The désintégration
process can be described by following the development in the five domains of
role performance. The performance in these five domains is learned during
different phases of life. Though deficiencies may be apparent in earlier phases
of life, they may not necessarily lead immediately to disintegration. Only when
major discrepancies between performance and expectations occur in a way
which is not acceptable to by the direct environment do they lead to social
rejection and disintegration. The inability to fulfill a certain position role or to
live up to the expectations attached to a status role can always lead to a
dysfunction in one of the role domains. By comparing role performance with
the expectations the individual has to meet and relating this to the span of
control, i.e. the degrees of freedom, set by the direct environment, it is
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possible to analyze which aspects of role performance can be trained with a
certain chance of success.
The instrument whose theoretical background has been described in this
chapter is applied as follows'". First, a short description of the biography of
the patient is made. Then the current status and position roles are assessed.
These are compared with an estimation of the status and position roles at onset
of mental illness. Subsequently, role performance and development in the five
main domains is assessed. The main objective is to understand why the
individual does not succeed in maintaining the position roles required in the
social position achieved. For example why does an individual not succeed in
maintaining a position as an adult or a parent? Or why does an individual not
succeed in keeping various position roles in work or social relationships?
Through analysis of role performance, it is possible to ascertain what impairs
the social integration of the individual. Information on the development, and
also on the social span of control, is essential for a full examination and
appraisal of the possibilities of the individual, and only then it is possible to
ascertain which changes may be induced. The psychiatric care for the chronic
mentally ill is focused too much only on the individual's performance and
adjustment. In the daily practice of social psychiatry and especially in the care
of the chronic mentally ill, the main objective is not to cure the illness but to
optimize the conditions. This is more important than a transient change of
behavior or an improvement of psychopathology. More essential is the
removal of factors impairing the social integration or the personal
development of the patient (Romme, 1991). Role theory provides an insight in
the factors limiting the social context in which the individual has to live. The
value of role theory in the care of the chronic mentally ill lies in the
assessment of what may be achieved, given the impairment relative to the
social span of control and the social position of the patient. A framework is
provided to assess the adaptation of the individual to his social context.
In Chapter 5, we describe the operationalization of the instrument in detail. In the appendix
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A comparative review of current instruments
The previous chapter highlighted some theoretical concepts concerning the
choice of the domains of interest within the Social Role Performance and
Development Inventory (SRDPI). This chapter presents an overview of the
most important instruments used in the assessment of social behavior in
psychiatric rehabilitation practice. The main question of this chapter is: fo
vWiaf exfenf do curre/jf ms/mme/Us meef rAe f/ieorefica/ and pracf/ca/
co/uftr/ons o/f/ie msfrumen* we wanf ro </eve/op? In Chapter 4 we presented
an outline of the main theoretical concepts of our instrument. We introduced
two main concepts of role: status roles and position roles. We used these
concepts to describe social integration. Secondly, we identified five domains of
social role performance. Our choice concerning the domains of role
performance was based on socialisation theory, contrary to the predominately
empirical construction of most current instruments. In this chapter we
compare our ideas with the charcteristics of current instruments. In § 2.3 a
very brief critique on current instruments was presented. Here, we present a
more comprehensive overview.
5.1 A review of the state of the art
5.7.7 A /OCM5 CM
In this chapter, the content, format and psychometric charcteristics of the most
important instruments in the domain of functional assessment in psychiatry are
compared with the choices we have made in creating our own instrument. The
purpose of this review is to summarize the advantages and disadvantages of
current instruments and relate these to our ideas on assessment of the
ambulatory chronic mentally ill. Table 5.1 summarizes the major
characteristics of the instruments to be reviewed (Gathered by means of a
medline & psychlit. search on the key words psychiatry, rehabilitation and
social over 1980 up to 1993, together with a snowball search through their
references and updated to January 1993). We exclude from this review
instruments primarily developed to assess psychopathology, such as the
'Inpatient Multidimensional Psychiatric Scale' (IMPS, Lorr & Klett, 1967), the
'Mental Status Examination record' (MSE, Endicott et al., 1975), the 'Schedule
for Affective Disorders and Schizophrenia', (SADS, Endicott & Spitzer,
1978), the 'Past and Present State Examination' (PPSE, McGuffin et al., 1986),
the 'Composit International Diagnostic Interview', (CIDI, Wittchen et al.,
1991) and the Brief Psychiatric Rating Scale (BPRS, Overall & Gorham, 1962;
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Dingemans, 1986). We also exclude instruments, constructed for use in a
particular treatment setting such as the Behavior on Ward Scale (BWS, Rostow
& Smith, 1975)._s w . ^ u - ) t o W9IVS-Î ^n ,RiyfFl .7 A
5.7.2
We formulated two theoretical criteria and three practical criteria for the
instrument we need (see also Table 5.1):
1. have to relate current social position to a theory on the development of
social role performance; i.e. the instruments have to provide a
comprehensive description of (a) achieved social position, (b) social role
performance and (c) social role development;
2. have to clarify the equilibrium between the individual and his environment;
i.e. the items have to be formulated in such a way that they assess the
manner in which the patient interacts with his social context;
/Vacfica//)', tfie msfrKmente . :. * : v,, ; n
3. have to provide an interview schedule containing open-ended questions to
be used by professionals to obtain idiographic information from the patient;
4. have to be concise and understandable enough to suit the daily practice of
mental health care;
5. have to provide a practical framework for professional's assessment of
social role performance by professionals not only based on their evaluation
of the patients, but also focused on the rehabilitation efforts.
The first two criteria involve a comparison with our own theoretical
framework. For this comparison, we evaluated the instruments on their
contents. We evaluated their operationalization of the concept of role with
respect to the choice of domains as well as in respect of their coding
instruction. The last three criteria concern the demands set by the daily
practice of mental health care. Of these, the most important criterion concerns
the format: it had to be a semi-structured interview containing open-ended
questions, making it possible to tailor the assessment to the specific history of
the patient. The choice for this format is deliberate, as other methods of
assessment can be ruled out because of a limited validity in the chronic
mentally ill. Self report questionaires are known to have a very limited
validity, especially in the severely mentally ill (John & Weissmann, 1987).
However, using the patient as the only source of information is also tricky
(Weissmann & Bothwell, 1976), while the use of informants either may be
influenced by too much emotional involvement (e.g. family members), or too
little (other than family members) (Katschnig, 1983). Secondly, many patients
have no relatives or others who may serve as informants. To remain practical,
the assessment has to focus on a limited number of items. Reliability and
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validity of the information has to be established by means of probing,
focusing, feedback and other interview techniques (Liberman, 1988). Only
semistructured interview methods leave room for such open communication
with the patient. With respect to practicability, our second concern was that the
instrument had to be concise and understandable. The concepts underlying the
instrument may be complex and intricate, but the operationalization has to be
clear and understandable. In this overview we present instruments developed
before we started our own research (the state of the art) and after (an update).
In the comparison, we have to keep in mind the purpose for which the various
instruments were designed. Some instruments were developed to evaluate
psychiatric disorders (such as the Psychiatric Status Schedule (PSS) or the Katz
Adjustment Schedule (KAS)). Items are selected to evaluate behavior in terms
of symptomatology. Scoring criteria follow the DSM-III criteria. Designed to
monitor change in symptomatology, these instruments provide only a global
insight on the level of social functioning. Other instruments were developed to
evaluate behavior related to success of treatment within a hospital setting (such
as the Independent living Skills Interview (ISI) and the Rehabilitation
Evaluation (REHAB)). The items in these instruments were selected in relation
to the daily activities in a psychiatric ward and have only a limited value for
the ambulatory setting.
5.2 Evaluation
5.2.7 77z<? store o/f/w? art
When we look at Table 5.1, we find only a few instruments which meet our
practical criteria. We also find only a few instruments which incorporate all
our theoretical propositions. The Social Behavior & Adjustment Schedule
(SBAS), the Current and Past Psychopathology Scale (CAPPS), the Past
History and Socio-Demographic Schedule (PHSD), the Social Stress and
Functioning Inventory (SSFI) and the Community Adapation Scedule (CAS)
are simply too long and require too much expertise to be practical for mental
health professionals. These instruments are highly prestructured rating scales
developed to measure change within specified research goals, rather than
providing a judgement framework for professionals. Other instruments are far
too global to provide a measurement of social behavior sensitive enough to
reflect the subtle inadequacies in the performance of the chronic mentally ill
(the Global Assessment Scale (GAS) and the Social Functioning Schedule
(SFS)). The GAS is a very short and very global inventory of social
functioning, combining many domains of daily life. The SFS is a less global
inventory covering interpersonal performance.lt reflects a number of
problems in social interaction but it does not relate this to a level of
performance nor does it relate performance to the demands set by the
environment or to a concept of social development.
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* the English version is called: 'The Social Maladjustment Schedule" (Comey et al., 1985)
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The most important and widespread intstniments dealing with the assessment
of social behavior are the Disability Assessment Scedule (DAS), the Groningen
Disability Schedule (GDS, or GSB -in Dutch), the Social Interview Scedule
(SIS) and the Social Role Performance schedule (SRP). These instruments
indeed relate the performance of the individual to the demands set by the
environment. They also combine an open idiographic interview format with
global scoring instructions, but they leave out an essential feature for the
chronic mentally ill: an assessment of the patients' possibilities. They focus on
shortcomings rather than on abilities. As we want to formulate rehabilitation
aims with the information gathered in the assessment, we shall have to cover




In recent years, two instruments were developed which relate actual role
performance to development: the Adult Personality Functioning Assessment
(APFA) and the Instrument for Retrospective Assessment of Onset of
Schizofrenia (IRAOS). Both instruments are long, complex interview
schedules. The APFA does not relate role performance to demands, nor was it
developed for an assessment by means of patient interviews. It provides a
rating scale based on the global judgement of current and past role
performance by the professional. The IRAOS incorporates features of the DAS
and indeed meets most of our requirements. However, this instrument is
extremely complex and needs extensive expertise. It is by no means simple and
practical nor does it provide a framework for rehabilitation.
5.3 Conclusion
Although we encountered a vast body of literature on the characteristics of the
chronic mentally ill as well as on the impact of mental disorder on social
adaptation, we succeeded in identifying only a few initiatives dealing with the
application of this body of knowledge in the daily practice of mental health
care. Most current instruments are prestructured, nomothetic item-based
rating scales. Few of them provide idiographic information. All of the above
instruments either look at the effects of behavior in terms of what the patient
'does not do' or examine the hindrance the patient experiences due to the
mental disorder. At the time we started the development of our own
instrument, none of the instruments fully met our first criterion: the
assessment of role based on a theoretical concept of social development.
In Chapter 2 we extensively discussed the neccesity of relating current
functioning to past possibilities in the chronic mentally ill. Especially in these
patients, the observed behavior is an end-point of (abnormal) development
throughout many years. Therefore, a retrospective assessment starting from
'normality', rather than focusing on 'abnormality' expressed in the level of
impairment should provide more relevant information for the professional.
So, we went back to the drawing board to construct a concise, simple, practical
and reliable instrument, which to a certain extent would be valid for its
purpose. In the construction of our instrument, we combined theoretical
concepts on social integration, social role theory and socialization theory with
the practical input of a panel of experts. In the present chapter we compared
the characteristics of the most important instruments in our field with a
number of criteria we set prior to the development of the SRPDI. In the next
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The previous chapter presented a review of the mainstream instruments which
have been developed to assess social functioning in psychiatry. We formulated
a need for an interview-based assessment instrument relating social role
performance to social development. This chapter describes the operational
definitions and the procedure applied in selecting the items in our instrument,
the Social Role Performance and Development Inventory (S.R.P.D.I.). We
wanted to develop an instrument to measure current role performance and
relate this to lifetime development and the achievement of a position in society.
The instrument also had to be designed in such a way that less extensively
trained professionals could be interested in applying this instrument in their
daily practice in the resocialization of the chronic mentally ill in ambulatory
care (page 1 of this thesis). For the above reason, we constructed our
instrument following a predominately qualitative procedure based on expert
opinion (Gable, 1987). The procedure was carried out in two small pilot
studies in collaboration with a panel of experts. These pilot studies are the
focus of the current chapter.
6.1 Selection procedures
6.7.7 A fene/ reazpiru/afion o/ f/ie mort importo/tr a/ms
The instrument we have developed in the course of this study aims at the
judgement of social role performance in a developmental perspective. The
background hypothesis of the study is that different groups of patients can be
distinguished according to typical patterns of development of social role
performance. The instrument has been designed to distinguish these groups.
The long-term objective of the study is a classification of groups requiring a
specific treatment plan with regard to their achieved social position and
history of social role performance. The achieved social position was
operationalized in the first part of the instrument, which consists of a
description of the status and position roles. The history of role performance
was operationalized in the second part of the instrument, which covers the
development of lifetime role performance. To meet this objective, an
instrument had to be developed which can measure and distinguish different
patterns of social role performance and development in a reliable and valid
way. The instrument had to have practical and clinical utility for the daily
practice of mental health care. We will first present an overview of the
selection procedure before presenting the final draft of the instrument.
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We chose an item selection procedure which stresses practical utility and relies
predominately on the judgment of a panel of experts. In developing our
instrument we followed the steps Gable (1987) proposes for the development
of psychometric instruments:
1. The development of conceptual definitions ~
2. The development of operational definitions . ; ;,,
3. The selection of a scaling technique within a specific domain „ : •. ,
4. The selection of a response format per item ;,.;„.
5. The development of a response instruction ; . , , , ( ' .
6. Judgment of the items by a panel of experts
7. Testing the instrument in a small pilot
8. Composition of the final draft of the instrument
9. Testing the instrument in a larger pilot ,> . ;.
10. Applying the instrument in the target population. , ,
The instrument was developed in two subsequent pilots covering a number of
these steps at a time. Then the instrument was tested in the main study. The
theoretical preparations together with the first pilot covered the first five
steps. The second pilot covered the next four steps. The main study covers, of
course, the last step. Not all steps were followed rigorously. We tried to apply
the most important aspects of the procedure proposed by Gable. After the
development of the conceptual definitions, the first drafts of the instrument
were tested and adjusted in continuous collaboration with four senior
researchers and four experienced mental health professionals. With regard to
the operational definitions, the most important choice was to focus our
questions on actual performance: What does the patient really do?
In this research, the third step in Gable's procedure (the selection of a scaling
technique within a specific domain) is especially important when specific
questions are designed to differentiate between hypothetically distinct groups.
The items were selected to distinguish performance between different groups.
They were not primarily selected in order to construct perfect scales.
However, if the level of functioning between groups differs, it may be
reflected in a scale of some kind. It should be kept in mind, however, that it is
not our objective to develop another rating scale but an instrument to be used
by professionals in the daily practice of mental health care. Scaling of the
items is therefore secondary. The internal consistency of the different role
performance domains is more important. We have to know whether the
instrument adequately distinguishes between different groups and whether the
questions designed to distinguish between the groups are coherent enough.
Thus, questions within a certain domain have to correlate quite well, whereas
questions in different domains should not correlate too much. This will be
tested with the data of the main study.
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The fourth step in Gable's procedure is concerned with the response format.
We tried to fit the precoded items as far as possible into a dichotomous format.
In the categorization of the open questions we also tried to dichotomize as
often as possible. In our analysis we are primarily interested in the reliability
of the information. For the analysis of reliability using Cohen's Kappa we shall
have to rely on dichotomous codes, because we are dealing with small samples.
In a too small sample size, intraclass correlation coefficients on
multicategorical variables are difficult to evaluate, as we don't know what a
positive or negative result indicates. Furthermore, apart from being
unpractical in respect of statistical analysis, categorization into many categories
is also theoretically unadvisable because it yields an irrelevant differentiation
of the variables under investigation.
The fifth step, the response instruction, is extensively defined in the manual
(appendix no II; in Dutch). Each item is defined in terms of its observable
effect: how often is the defined behavior shown, and how do other people
appraise the behavior of the patient? Is the specific behavior or action an effect
of the patient's own initiative or does he need stimulation from others or
support to perform the behavior? Because it is not feasible to look endlessly
into the manual while conducting the interview in daily practice, the
formulation of the items and the response format are designed in such a way
that the same routine is always followed. To increase the reliability of the
results and of the method we are developing, we used trained interviewers and
independent raters. In each phase of the study, the instrument, the manual and
the code book were adjusted.
6.2 The pilots
As we described briefly in §3.5 and in the previous paragraph, the study was
carried out in two phases. The first consisted of two pilot studies. In the first
pilot the instrument was developed and screened on its utility characteristics
by a panel of experts consisting of four senior researchers and four
professionals. In this pilot we were primarily interested in the structure of the
questionnaire and the formulation of the different questions in the five role
performance domains. Were the questions clear, open to a single
interpretation only, and thus unambiguous? Were the questions relevant for
the specific domain? Did the questions fit into the theoretical definition of the
domain? Twelve cases were subsequently discussed using different test
versions of the instrument. The utility was then discussed with the senior
researchers and the mental health professionals. An amended version was
tested on a single patient and subsequently adjusted, re-tested and adjusted
again. After repeating these steps for improvement three times, the second
draft of the instrument was presented in the second pilot to ten professionals
(Figure 6.1). > ,
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In the second pilot we were interested in the relevance of the questions in the
five role performance domains with the aim of reducing the questionnaire to a
practical format and improving those parts which remained unclear. In the
second pilot phase the instrument was adjusted only in a single round, but
following an extensive discussion with a larger forum of professionals. In this
phase we followed a step-by-step procedure. With 12 mental health
professionals, the different cases were discussed in three steps (the
instrumental utility validation procedure according to Gable) as follows:
1. An introduction and explanation of the instrument for those professionals
not yet acquainted with the S.R.P.D.I.
2. Rating of two cases by the professionals on their own, followed by an
extensive discussion in which the professionals criticized and pointed out
ambiguities in both instrument and manual. Different aspects of content
validity were rated and categorized on the basis of taped discussions on the
contents of the instrument. In the discussions on the contents, we looked at
the relevance of the item with respect to the specific domain, the clarity of
the item definitions, the way the questions were posed, the response format,
and also the relevance of the items in respect of mental health care. Each
item and role performance domain was given a rating "3" if no changes had
to be made, a "2" if the item was not unequivocal, and finally a " 1 " if the
item was found to be redundant or superfluous. A score of 1 meant that the
item needed serious reconsideration or had to be deleted (Table 6.1, next
page).
3. The two previous steps were followed by a feedback interview with each of
the professionals, in which case reports compiled from the assessments
were discussed and compared with the coded information gathered in the
instrument. These discussions were summarized in a brief report and
presented to two panels of six professionals each: 2 registered psychiatrists,
a social worker, a psychiatric nurse, and 2 psychiatric interns. Along with
the ratings, the remarks made in the panel discussions were used in the
instrument development.
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The judgment of the panel in the first pilot focused especially on the distinction
and the definition of the different domains of social role performance and the
way in which we investigated the development. In collaboration with the panel
of experts, the assessment criteria were formulated more specifically in respect
of whether the patient performs according to a defined criterion and whether
the environment has to compensate for shortcomings. In this way we tried to
include the expectations of the environment in the assessment criteria.
6.3 Findings on the basis of Gable's procedure
The instrument was adjusted on the basis of the critical remarks and the ratings
made during the procedure described above. The findings of the ratings
concerning instrumental utility were compared with information gathered
about the patients from open questions and in discussions of the case reports.
Flaws and shortcomings could be assessed in various ways. In total we
analyzed 920 different answers and 173 different comments concerning the
open-ended questions. These data derived from a total of 41 patients. To give
an impression, the utility ratings on the different items and domains are
presented in Table 6.1. The results show marked differences in the ratings.
Especially support and social activities show lower ratings.
Table 6.1 Mean ratings on item practicability of twelve professionals
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'note: 1 = must be deleted 2 = needs adjustments 3 = okay, no problems
A mean rating of less than 1.4 meant a majority of the professionals judged the
item to be irrelevant or superfluous. A mean score of more than 2.4 meant
that a majority of the professionals judged that no changes were necessary. The
conclusion from this procedure is that especially the domains "care for
others", "support", "sexuality" and "social activities" needed major changes,
and that the domains "self care" and "daily obligations" needed a few changes.
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Changes were based on an index of the comments provided by the
professionals. The main study was carried out with the adjusted version of the
instrument. From the previous discussion, it will be clear that the method we
followed is primarily qualitative and tentative. The opinions gathered in the
different phases were always presented to the different panels of researchers
and mental health professionals. The conclusions and the decisions made in the
procedure during the pilot phase are summarized in the next paragraph. In the
main study, the efficiency of the procedure was investigated by testing the
internal consistency and several aspects of validity. This will be discussed in
Chapter 8 and in part IV of this book.
6.4 The most important changes >-: ,--M - ;, !
In Table 6.2 we presented a brief overview of the selection process. In the first
pilot we focused on the development of the response format. We also deleted a
large number of too vague open questions in the various domains. The
rigorously precoded items covering role performance were, on the other hand,
reformulated in a more open way. Some items were deleted as they were felt
to be redundant or covered by comparable questions. Other items were added,
using information gathered in feedback discussions with the separate
professionals. After the second pilot we developed the two different versions
for the patient and the professionals. Now the patient's version contained only
a few precoded questions. Coding and categorization was performed after the
interview by means of the manual (Appendix II). In the second pilot the
professionals judged that three of the nine items in the domain of self-care
actually investigated almost the same behavior. These items were deleted. Four
items were not changed, and two items were combined into one. Subsequently,
the domain consisted of the items "washing", "clothing", "cleaning the
environment", "short term planning" and "long term planning".
The two separate subdomains "self-care" and "care for others" were
summarized in a single domain. The mean score on the subdomain "care for
others" was 1.4, indicating that most of the professionals judged that a
majority of the questions in this domain had to be deleted. The main difficulty
was that the distinction between whether somebody did a specific action only
for himself or whether he also did it for other members of the family was
difficult to judge.
Often, the professionals were not informed, at item level, about the division of
tasks in the family setting and whether this had led to conflicts between family
members. The entire subdomain was, however, judged to be relevant, so we
redesigned the domain in respect of household task items according to the
family role in the Groningen Social Disability Schedule (Wiersma et al.,
1984). In the domain of support the main problem was the choice of the
response format. It also appeared impossible to judge past functioning in this
domain unless the professional had been acquainted with the patient since the
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onset of care. Assessment of past role performance in this domain requires
such specific knowledge of family life and personal relationships that it could
only be provided adequately if the professional had known and treated the
patient since the onset of care.
Regarding the response format, we chose to formulate open questions in this
domain, asking for a description of the performance of the patient on the five
items "practical support", "passive bonding", "active bonding", "problem
solving" and "conflict solving". Using the manual, the responses are rated on a
scale varying from "often shows the behavior" to "never shows the behavior".
If a professional was not informed about the past, only a global impression was
assessed. In the domain of sexuality, the professional knew very little in a
number of cases. Despite this, the questions posed were judged to be very
unclear. Using information gathered in the open questions and in the discussion
of the case reports, four items were composed: the choice of interest with
respect to the gender of the partner, the existence of an intimate relationship,
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the practice of sexuality and intimacy, and finally the problems experienced.
The items in the domain of daily obligations were judged to be clear. They
were, however, judged to be too little concerned with not having a paid job.
Because a majority of the patients does not have a paid job, some open
questions were added investigating both the impact of not having a job in daily
life, and the manner in which and extent to which the day was planned.
Finally, the items concerning the social activities were judged to be vague, not
clearly formulated and insufficiently concerned with the way leisure and social
contacts were maintained. This domain was also adjusted, by selecting six
items: boredom, passive activities, active activities, task-oriented interaction,
person-oriented interaction and mutual interaction. Apart from these items, we
added the items initiative and outreach character of personal contacts. The
questions investigating the development in all domains were judged to be too
detailed. Only in clear-cut domains such as self-care, sexuality and daily
obligations, were they judged to reflect performance rather than educated
guesses. These were replaced by three open questions in the patients' version
and three precoded questions in the professional's version. - ; •
6 . 5 C o m p o s i t i o n o f t h e f i n a l o p e r a t i o n a l d r a f t •-•-•- -
6.5.7 7vvo vewiofw containing /ne sa/ne i
:••»>>•.•,-
In the main study two versions of the instrument were developed. The first
version was designed for an interview with the mental health professional. The
second was designed for an interview with the patient^. We used these two
versions in order to test differences and especially similarities between the
professional's judgment and the patient's answers. The patient's version
consists of open questions, which are coded after the interview. The
professional's version consists of partly precoded and partly open questions.
To a very large extent, both instruments contain the same questions. In the
patient's version we are interested in factual information, while in the
professional's version we are interested in a judgment. We have to keep in
mind that in both versions the information is blurred by interpretation. In the
patient's version this is caused by interview-related factors such as selective
memory, introspection, and the clarity of the question. In the professional's
version bias may be introduced from what the professional knows of the
patient, or from his own degree of selfawareness, as wel as from the simple
fact that the professional does not always know what we ask because he
considers it to be irrelevant.
6.5.2 77ie/ïrsfparf: wnaf </iW//ie IW/V/É/MÛ/acnieve
The Social Role Performance and Development inventory consists of two
parts. In both versions the assessment starts off with a short investigation of
the most important personal data. Then, the first part of the instrument
TurntoAppendixno.lll, for the items (in Dutch).
80
ITEM SELECTION AND OPERATIONALEATION
describes what the individual has achieved in terms of the status and position
roles (Gerhardt, 1971; Knibbe, 1982; van Gelooven, 1990). This part of the
instrument contains the assessment of factual information: which position roles
does the patient fulfill in daily life, and with which people did the patient have
contact in the last month? With respect to social role performance it is
important to know what the patient has achieved in terms of the fulfillment of
status and position roles. By means of a listed chart we first assess the potential
status and position roles. For each status and position role, we assess the
expectations the individual has to meet to keep his social position. A detailed
description of these concepts may be found in Chapter 4, § 4.3. Here, we
present the factual operationalization. The first variable which determines
status is gender. A second variable is the patient's phase of life. Together with
social class, these two variables determine the expectations society sets in terms
of role fulfillment. In a semi-structured way, we investigate the extent to
which the patient lives up to the expectations set by society and the direct
environment. When a person has achieved a specific status role, he is expected
to fulfill a certain number of position roles. In turn, these position roles
require a degree of role performance. When a person cannot live up to the
expectations within several roles, we identify role conflicts and discrepancies.
We are interested in a description of the discrepancies between the achieved
status and position roles on the one hand and role performance within the five
role performance domains (Chapter 4, § 4.8) on the other hand. For example,
one expects adults to maintain good personal hygiene and to be able to take
care of themselves. This is not always expected of a child. Some adults,
however, perform as children. The fulfillment of the status and the
discrepancies between expectations and performance is judged by the
professional and the interviewer respectively. In the status roles, the following
distinctions may be made:
1. man - woman
2. child - adolescent - young adulthood - middle adulthood - elderly
In the main study, a homogeneous selection was made of the most important
groups with respect to the above differentiation in status roles. Secondly, we
made a distinction in marital status, as this is an important predictor of the
achieved position roles. The position roles are assessed by presenting a chart
on which the patient or the professional indicates the fulfilled roles (Figure
6.2). As stated elsewhere (§4.3), a position role is a compilation of
expectations set by the direct environment regarding the position the individual
has within a distinct social network, for example within the family, within a
business, or within a club (Knibbe, 1982). Examples are teacher, researcher,
housewife, chairman of the board, director, etc. In the evaluation of position
roles it is important to ascertain the extent to which responsibilities and
expectations are met. The position roles are assessed by asking what kinds of
positions the patient has in the relationship with others in various social
contexts: what "is" the patient in the relationships with others? In the
assessment of the position roles, we not only assess which roles are fulfilled,
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but also the extent to which the patient fails to meet expectations set for the
position roles. We ascertain how much time an individual puts into a specific
role, how important the role is for the individual, whether conflicts in
fulfilling the role are encountered, and the extent to which the individual
succeeds in meeting the expectations by himself. In this way we assess which
roles are inadequately fulfilled. As stated in Chapter 4, insufficient role
development may lead to many discrepancies in the fulfillment of current
position roles and in meeting status role expectations. These discrepancies are
assessed in the first part of the instrument.
This assessment can be regarded as a measurement of outcome. After assessing
current status and position roles, we ask when the first contact with mental
health care took place. Then we assess in a global way which status and
position roles were fulfilled at onset of mental illness and compare them with
the current roles (flow chart, Figure 6.3, next page). In short, the first part of
the instrument is concerned with a description of what the patient has achieved
in terms of the structural characteristics of the social network and in terms of
the status and position roles. One of the objectives of the first part is to
determine the difficulties which the patient encounters in the fulfillment of his
status and position roles. With this information it is possible to understand the
extent to which a discrepancy exists between role performance and the
expectations which any individual of the same age, sex, social class, or social
position has to meet. Because no clearly defined norms exist for these
expectations, we defined a discrepancy on the basis of consensus with either the
therapist or the patient. In rehabilitation, the therapist will have to evaluate
what the patient would have achieved if he or she had not been a patient, and
the extent to which the discrepancy in role performance may be reduced by
rehabilitative effort.
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Figure 6.3 Consecutive questions on the status and position roles
part 1: status and position roles
current status and positionary roles
1. status: which?
2. position roles: which?
a. conflicts in a role ' ••
b. meeting expectations
c. amount of tim* and input into role
d. satisfaction with th* role




2. moment onset of care
3. kind of demand for care at onset i
4 . current demand for care
5. current complaints, on physical, individual, group and society
levels
status and position roles at onset
1. status: which?
2. position roles: which?
3. discrepancies between expected and performed status role
i i «SUtU
Consequently, the interviewers evaluated together with therapists or patients
what the patient had achieved and assessed the extent to which this differed
from what may be expected, given the status role of the patient. No substantive
conclusions with respect to any hypotheses were drawn from this assessment,
whose purpose was mainly to provide feedback for the professional and the
patient.
6.5.5 77ie second par?: ro/e performance m/ïve domains
In the second part of the instrument, the current and past role performance is
discussed whithin five domains (also Chapter 4, § 4.8 and chapter 2, § 2.7).
Each role domain is described using three to eight items, as indicated in Figure
6.4 (next page). Role performance then is discussed by means of five to ten
open questions, which are coded afterwards by means of a coding instruction
(also in the manual, appendix no. II). A score "yes" or "positive" is given
when the patient performs according to a minimum criterion. A score "no" or
"negative" is given when this criterion is not met. In both versions of the
instrument, we try to assess actual performance. We are not interested in the
patient's possible performance. We are also not really interested in the details
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of the problems the patient meets when not performing sufficiently. The only
point we are interested in is the patient's actual performance on the specific
item. An example is the item "washing": the minimal criterion is washing four
times a week or taking a shower once a week. If a patient only washes twice a
week, or showers once every two weeks, the score is no, even if the
professional may evaluate this as sufficient. In this way, most of the items are
dichotomized in "yes" or "no" scores. A few items are Dichotomized or scored
on a Likert-type scale, when they could not be so rigorously defined within a
norm. We chose to operationalize these kinds of items into two different types
of five-point scales, either performs (1) "often", (2) "regularly", (3)
"sometimes" (4) "seldom" or (5) "never" or (1) "much", (2) "fairly
adequately", (3) "just sufficient", (4) "little" or (5) "not at all",






































After discussing the items in each domain, the development in the domain is
assessed. Current functioning is compared with functioning at onset by asking
detailed questions about role performance at onset. Two to six months before
the first contact with mental health care is the baseline period. In this way, the
development is discussed according to a specific routine. The patient is asked
to recall a moment some two to six months before the first contact with
mental health care. Social functioning in this period of time is discussed. The
interviewer estimates whether role performance was less than, equal to or
better than current performance. Then an estimate of the pattern of relapse is
established. In the development of role performance, different patterns may
be assumed. First, the development may be normal. Next, there may be
insufficient development, stagnation. When the development is initially normal
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but subsequently deteriorates this is defined as a relapse. Such a relapse may
be short-lived, with few consequences for long-term role performance. The
relapse may also be more enduring, with significant consequences for the level
of performance .^-, . . . .
Apart from the way in which deterioration occurred, we also explore when,
why and how insufficient performance had perhaps not been learnt or lost. At
what stage was the development when deterioration started? At what age or
period of life did it start (rated cf. Hefner, 1984)? Finally, we ask whether
the relapse followed an important life event or occured at an important point
in life, such as after a divorce, or when the children left home. We ask
whether the relapse is related to any major event or change in the social span
of control. In each role domain, we further pose a number of extra questions
to understand the process of role performance development (Figure 6.5).
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For example, conflict solving. Initially this is learnt in puberty. Did the
parents give enough freedom, did the patient experience many conflicts, or
are there other explanations why current performance is insufficient? In the
interview with the professional, we are interested in a judgment of the role
performance. Unlike the patient's version, we ask the professional what he or
she thinks are the most important deficiencies in a specific domain. This
question is followed by a global rating of the entire domain: is the level of
functioning better or worse than may be expected? Then the various more
specific items covering role performance follow. The same questions put to
the patients are also judged by the professional, in exactly the same order.
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After the discussion of the relapse, for instance, the interpretation of the
professional on the causes of this relapse are discussed. Each domain is
concluded by a global judgment and a summary of performance and
development, followed by a short indication of the specific interventions the
professional may have undertaken in the specific role domain. Chapters two
and thirteen show by means of case histories how this is done in daily practice.
6.6 Conclusion
In a number of panel judgement rounds, the instrument was reduced in three
steps from 68 to 45 and then 30 items concerning current performance in the
five role performance domains. In the final draft, 20 questions concerning the
background information, as well as the the status and position roles were
added, in order to gain more detailed information on the position roles in
particular, which were the outcome variables. In the main study, the second
part of the instrument was further reduced and adjusted with empirical data. In




This part contains four chapters dealing with the primary concerns of
instrument development, such as reliability, consistency and validity. Chapter 7
briefly recapitulates what we are interested in regarding the objectives of the
instrument. An outline of what follows in the next chapters is presented. We
chose to perform the various analyses in a logic step-by-step order, fitting the
conclusions of each analysis into the next analysis. Chapter 8 deals with
interrater agreement. Chapter 9 deals with the internal consistency of the
instrument. Chapter 10, finally, presents the results on the study of the
interjudgment agreement between mental health professionals and one of the
two independent raters^.
Chapter 7 is essential for any reader, as it contains a summary of the research
questions in the main study. Fast readers should also not miss Chapter 9, as it
goes into what professionals really know of their patient's social role
development. The fast readers can miss the Chapters 8 and 10: Chapter 8
contains a neccesary but dry investigation of the interrater agreement while
Chapter 10 deals with the statistically tough process of understanding the
internal consistency. Please note the summary in every chapter. In these
summaries we clarify step-by-step the choices we made after completing each
analysis and relate them to the following analysis.
The results presented in these chapters were also submitted for publication as: Noorthoorn, E.O.,
M.A.J. Romme, H. Philipsen, W. Krol, Reliability of social role analysis in a community sample of the
chronic mentally ill. and as Noorthoorn, E.O., Romme. M.A.J.. Philipsen H., Buiks, A.G.G.M..,
Levensloop en sociale rolvervulling bij chronisch psychiatrische patiânten: betrouwbaarheid, validitert
en toepasbaarheid van een interviewschema.
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Design and objectives of the main study
In this study our main interest is to develop an instrument for the description
of the development of social role performance of outpatient chronic mentally
ill, the Social Role Performance and Development Inventory. The previous
two chapters described the theoretical background, the construction and the
operationalization of the instrument. In the present chapter we will summarize
the questions we want to investigate in the main study and relate them to the
research design. An overview of the analyses is presented.
7.1 Focus of the analyses
The main study focuses on the last step in the Gable's procedure, the
application of the instrument in the sample of the main study. The first part of
the instrument assesses the current status and position roles as well as the status
and position roles at onset of mental health care. This part contains factual
information on what the patient has achieved in daily life, at the moment of
assessment as well as at onset of mental health care. This part provides a global
insight into the domains of daily life in which the patient currently fulfills
specific roles. The second part is concerned with an item-based judgment of
the level of role performance. Concerning this part we have to know what a
specific score indicates and we have to gather information on several
psychometric characteristics. In the main study we investigated the reliability
and validity of the measurement of role performance and as well as the
retrospective assessment in the second part of the instrument.
We did not focus on the reliability and the validity of the first part of the
instrument for several, mostly pragmatic, reasons. First when we started our
assessment we had only a general idea as to how we could operationalize the
abstract concept of fulfillment of position roles. Second, this part of the
instrument could not be translated into scalable measures representing severity
of social isolation or degree of social integration. Most of the gathered
information was idiographic, descriptive at case level and dependent on the
individual's subjective interpretations and perceptions. Throughout the main
study we further developed and adjusted this assessment, using some recent
developments in our field of research. In a recent follow-up study
(Noorthoorn et al., 1992) we follow the operational definitions proposed by
Stephens (1991), who identifies a number of steps at case description level,
such as the personal appraisal of role expectations and the choice of priorities
and coping strategies to deal with role strain and role conflict. In this way each
of the position roles is investigated and rated. However, we had no access to
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this information at the time we started the current study. When we started the
main study we did not know in what way the number, the variability or the
quality of the performed roles reflected the quality of social integration.
Therefore, we performed some comparative analyses with these data (Chapter
12 and 13).
The second part of the instrument provides an explanatory framework relating
the current level of role performance to the development of role performance.
Concerning the content validity of the information, we are interested in how a
specific score is related to experienced impairments in social performance.
Concerning the clinical validity, we have to know to what extent the
information relates to the daily practice of mental health care. The research
questions of the main study, therefore, concern the utility characteristics of the
second part of the instrument, the assessment of current role performance and
the assessment of the development of role performance. In this part of the
study, further item selection is performed, now on empirical evidence rather
than qualitative estimates as in the "expert-panel" procedure presented in
Chapter 6. In § 7.4 we will discuss these analyses in greater detail.
But first we present the design of the study. When we conducted the main
study, we did not succeed in gathering sufficient patients in the various
selection groups. We dealt with this practical limitation by performing a
number of power analyses. Therefore, we present an overview of the
mathematical procedure for obtaining a score on current role performance.
With this information, we performed the power analyses, to assess the
minimum number of cases necessary in the following analyses.
7.2 Design and Methods
7.2.7 Four groups
The main study focuses on the reliability and validity of the instrument. Since
analyses on reliability may be influenced by a too large variance of the data, a
reasonably homogeneous sample had to be selected. We needed a minimum
number of patients with a comparable response within the various role
domains. However, the chronic mentally ill are a highly differentiated group
of patients (Henkelman, 1989). In the main study, we chose to select four
groups homogenized according to age, sex and marital status at onset of the
mental illness. The preliminary study we reported in Chapter 1 (Romme et al.,
1987) led to the conclusion that these three data are associated with comparable
difficulties in lifetime social role performance. We chose to select the four
groups we identified in the preliminary studies. The qualitative information
gathered in the preliminary studies gave a reasonable estimate of those patients
who encountered comparable problems in role performance. To ensure the
inclusion of only the chronic mentally ill, the first criterion for selection was a
history of care for a period of time longer than two years (also Chapter 3).
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The following four groups were selected according to their age and marital
status at onset of care:
1. unmarried men, younger than 30 (n=20);
2. unmarried women, younger than 30 (n= 16); '> xi,«« ?^>J?JV- .... . ....
3. married men, older than 40 (n=9);
4. married women, older than 40 (n= 11). ;; - J i> •"•JUÎ^ ;; • *"
7 . 2 . 2 C o m p o s / f i o n t ? / f / i e g r o w p s •.: • .• i ; . : > = n r ^ ^ - h v , ,,,-"•; !?*••;• .:••,
In Table 7.1 we present a description of the four selected groups with respect
to their main characteristics: patient career, diagnosis, education and
vocational status. Some features warrant attention (noted with a <=, the arrow
points in the direction of the majority).
Table 7.1 Comparison between the sociodemographic and diagnostic
characteristics of the four groups selected in the main study
Paf/enf career
mean age











professional training or more
Ifocaf/bna/ status








































































cf. DSM-III-R. judgment of professionals
all being major depressions or bipolar disorders
two panic disorders, one social phobia
this diagnosis always together with other diagnoses
The first difference is the diagnostic category. The groups with an early age of
onset of mental health care were dominated by psychotic and personality
disorders. The two groups of married and somewhat older men and women at
onset, were dominated by depression, alcohol abuse or somatoform disorder.
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Another important feature is the large proportion of younger respondents who
are either jobless or incapable of working despite a better education. : :
7.2.3 7^0 veraon^ ûVa/£s
As we stated in Chapter 6, two versions of the instrument were constructed.
The first, used in the interviews with the patients, contained open-ended
questions, categorized and rated after the interview. The second version was
used in the interviews with the mental health professionals and contained
mostly precoded questions, along with some open-ended questions. The
information was gathered by two independent interviewers who were trained
in using the manual and the instrument. The patient's data were recoded by
another independent rater. A graphic representation of this design is presented
in Figure 7.1.
















In the patient's version we tried to obtain the factual information < what does
the patient really do? >, whereas in the version for the professional's
interview we tried to obtain a judgment about what the patient really does. The
interviews with the patients were tape-recorded in order to register the
response to the various open-ended questions in a more precise way. Directly
after the interview a case report was composed for the purpose of feedback,
using information obtained from both professional and patient. This
information was presented to professional and patient, sometimes separately,
sometimes together. Three to five months after the interviews, both the
interviewer and an independent rater rated the open-ended interview questions
(following the coding instruction in the manual). These ratings were used to




With these data, various comparisons and analyses related to the validity of the
instrument were made. Each of these analyses concerns a different aspect of
the study and is related to different research questions. In each phase specific
items or domains were left out of further analysis, as they were found to be
either too irrelevant, unreliable or insufficiently valid.
7.2.4 o/tfie score
The instrument follows the next mathematical procedure. Each item is
dichotomized and obtains a score of zero or one. In the first version, 26 items
in five domains are used, and more than 2 items per domain may be regarded
as a deviation from normal performance. In the various consecutive analyses
discussed throughout this chapter, several items were deleted. In the final
version, 21 items in four domains are used to compute the overal instrumental
score. Table 7.2 presents the calculation of the sum score in the first and the
final version. - " " ' - < - • '*'•'• ••" •••• ' • . ; , , - ; • < < - • . , v - i ? v ? ; - . . - , • • : > • •
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Table 7.2 Score calculation in the first and the final version of the Social










planning short term+planning long term
•mutuality in tasks+mutuality in house maintenance*
mutuality in planning+mutuality in management+role division
practical support+passive personal support




technical ability+gettlng work done+planning work*
dealing with colleagues+dealing with hierarchy-f
dealing with contlict
boredom + passlve actlvlties+active activities*
task-oriented Int.act.+person-oriented Int. act. +
mutually consented Int.act.






















We chose to do the analyses in a specific logical order. Each step in the
consecutive analyses will be dealt with in different chapters of this book. First
we determined to what extent the items could be interpreted by determining
the interrater agreement. After this first analysis, certain items were left out of
further analysis. This is described in Chapter 8. Then we looked at the internal
consistency, to determine whether the domains are coherent and whether
they represent scalable dimensions. Again, certain items were left out of
analysis. The results of this analysis is described in Chapter 9. In Chapter 10,
we present the interjudge agreement between the professional and the
researcher, in order to determine the validity of the gathered information.
After this phase, no items were left out of analysis. As a last step in the
evaluation of instrumental utility, we looked at the discriminative value of the
instrument by performing univariate comparisons between various contrast
groups and by comparing our data with data obtained from the Sickness
Impact Scale (Carter et al., 1976). We present this in the Chapters 11 and 12.
Finally, in Chapter 13 we present some typical case histories. In Chapter 14 we
compare the patients of two groups with matched normals.
7.3 Limitation by the number of subjects: a power analysis
It is obvious that the number of patients we succeeded in gathering for the
main study is relatively small. Within the limits of the current study no more
could be sampled. To investigate the effect of the number of patients on our
analyses, we performed a hypothetical power analysis^ to obtain some basic
information on what the minimum size for the most important analyses should
be. In the judgement of statistical test results we are interested in the rejection
or acceptance of an assumption, the null-hypothesis. The probability of a false
rejection is expressed as p, while the probability of a false acceptation is
expressed as a. The power analysis showed that most of the univariate and
bivariate analyses could be perfomed under the usual conditions of a a of 0.05
and a P of 0.90. Only in a few analyses, especially the multivariate analyses an
a of 0.05 and a P of 0.80 had to be accepted.
The values of the power vary for the various statistics we applied. In a
matched sample using a correlational measure such as Cohen's Kappa, we need
a sample of 106 observations for a 90% power at a significance level of 0.05.
For example, 53 patients are sufficient for an analysis of the interrater
agreement. In most of the univariate comparisons we have the same power.
Only in some of the multivariate analyses, we shall have to accept a 80%, or
even less. However, when several different kinds of analyses - approaching the
same construct from changing viewpoints - are applied to investigate
psychometric characteristics, as in the current study, Kreamer & Thieman
(1987) proved that the sample size may be reduced impressively.
13 The caculalion is presented in appendix no VIII.
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sa'Y i . V . \7.4 Specification of methods of analysis *•<
In Table 7.3 we present a short overview of the various analyses applied in this
study, with a short reference to the chapter in which the results are discussed.
Table 7.3 A specification of the analyses on instrumental utility in this
study
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•when underlined, the analyses of either professionals or subjects may be regarded as the most important
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7.4.7 7ne reprodMcibj/jry 0/rte ratings
In the process of developing the instrument we were initially interested in the
extent to which interpretations of the items could be reproduced in a reliable
way. The information gathered in the patient version was rated by the
interviewer and by an independent rater. The agreement between these raters
was determined with Cohen's Kappa (Cohen, 1968). The results were used to
detect which items or perhaps role performance domains were difficult to
reproduce or even irrelevant. These results will be discussed in Chapter 8. The
following questions are important:
1. Are there specific items which provide information that can hardly be rated
in the same way? These items have to be deleted.
2. Is there a specific domain which provides information that can hardly be
rated in this sample as an effect of non-variability? Are there differences
with respect to the rating of the items between the groups? Some ratings
may be easier to ascertain in one group than in another. Whatever the
finding, does the domain have to be deleted or do items need correction?
3. How do the above aspects contribute to the overall reproducibility of the
ratings of the instrument and is this, as we may hope, sufficient?
7.4.2 77ie consfrwc/ va/jûïfy: £ft/nensi0na//fy anJ z'nterna/
Following the study on interrater agreement, we tested the internal
consistency, in order to avoid the inclusion of items not fitting into the
construct of the instrument in the further analysis. In this phase we used the
following measures to determine the internal consistency:
1. Simple frequencies and p-values.
2. The correlation between the item and a sum score on a scale, within each
domain.
3. Cronbach's alpha (Cronbach, 1951) and Mokken scale analyses (Mokken,
1971), both relating the means of the correlates between the items on a
scale with the number of items in that scale. The first as a measure of
cohesion, the second as indication of the discriminative power.
The above measures investigate the coherence between the items within a
specific role performance domain. However, in testing the construction of the
questionnaire, we shall also have to know whether the domains are indeed
independent. To investigate this, we performed a LISREL confirmatory factor
analysis and determined various correlations, e.g. between the item of one
scale and the sum score of another scale, between the different domains, and
also the correlations between the sum scores of different domains. Concerning
these measures, significant agreements or an insufficient fit may give rise to
suspicion and reconsideration of the chosen construct. The results of this part
of the study will be discussed in Chapter 9.
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7.4.3 77ie va/ù/ify 0/ f/œ
With the thus reduced instrument, the information from the patient
interviews'* was compared with the judgment of the mental health care
professionals. This is the core of our analysis. Interjudge agreement was firstly
determined with Pearson's correlation (r) (Pearson, 1967), by comparing the
following scores:
1. The ratings on the open-ended questions in the patient version of the
instrument. These scores represent the judgment of one of the researchers
based on factual information, gathered from the patient.
2. The ratings on the precoded questions in the professional's version of the
instrument. These scores represent the judgment of the professional based
on what the professional knows about the patient.
Secondly, we compared the response tendency of professionals and patients by
means of Kendall's W coefficient of concordance (Kendall, 1948). Both a
quantitative as well as a qualitative study into the various reasons for
differences between patients and professionals was done (see also Chapter 12).
With respect to the interpretation of the comparison between the judgment of
mental health professionals and the ratings of" the patient information, several
factors influence the outcome of the data. The different domains in the
questionnaire investigate information which is at times easy but also quite often
difficult to interpret. Sometimes, the professional will not know enough to
provide consistent answers. In other cases, the patient will not always present a
clear response. Consequently, in some domains patients will tend to
underestimate their own possibilities, while in other domains professionals will
perhaps know too little or tend to overestimate. The results of this part of the
study will be discussed in Chapter 10. With regard to the comparison, the next
questions are important:
1. How much does the professional know about the patient? Does this differ in
respect of the different professionals, or in respect of the various kinds of
patients?
2. Are there differences between the degree of knowledge of the patients, and
does this differ between the groups, and to what extent does this influence
the findings?
3. What does the patient know about himself?
4. Do some patients have a better insight into their own performance than
others and how does this influence the findings?
5. How may these findings be evaluated when we compare them with current
literature on the judgment of social behavior?
va/w/ify
To test the extent to which the questionnaire indeed reflects different levels of
We compared the data obtained from the first coder with the data obtained from the professional, check
the tablebook, appendix no V for the simple frequencies.
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social functioning, we compared the outcome in the various domains of role
performance with comparable scores obtained on the Sickness Impact Profile
(S.I.P., Bergner et al., 1976) by means of a Spearman rank order coefficient
(Spearman, 1910). The S.I.P. is a self-report questionnaire. It measures the
extent to which daily behavior is limited by the subjective appraisal of either
mental or physical health. In the S.I.P., a score is given when an individual
experiences a limitation due to mental illness or physical impairment. In our
instrument, a positive score is given when an individual is judged to display
expected behavior. A negative score is given when the behavior is not
displayed. Consequently, the role domains should correlate inversely with the
comparable domains on the S.I.P. Questions related to this issue are:
1. Which domains on the S.I.P. are comparable with which domains on our
own instrument?
2. Does a high score in a category or a construct of categories on the S.I.P.
correlate with a high score in a comparable domain of social role
performance? .,,,, ,; . , , ; • , , >, ., ,.,...
This issue is related to aspects of convergent and divergent validity of the
measured traits in the S.R.P.D.I. We may hope that aspects of taking care,
support or social activities judged by the professionals correlate inversely with
aspects of taking care, support or social activities represented in the S.I.P.
These analyses will be discussed in Chapter 11.
7.4.5 Dùcrimùiâfive va/ue am/ owrcome
In §7.1 we described the selection of four homogeneous groups. We postulated
that these groups would differ in their role performance. To test the
discriminative power of the instrument, we tested to what extent the four
groups indeed yielded different patterns of role development. As we need a
minimum of 20 patients in each group to perform any statistical analysis, we
grouped the four groups into various contrast groups. First, we compared the
patients with an early onset with those with a late onset. Second, we compared
the men with the women. The third comparison was between the patients with
or without a partner. The final comparison was drawn between patients with
few and with many discrepancies between the expectations set in the status and
position roles and their actual role performance.
This last comparison may be regarded as a measure of outcome. In Chapter 4,
we distinguished two dimensions in role concepts. In the first, ("what"), the
status and position roles cover what has been achieved by an individual. In the
second ("how"), the role performance deals with how the individual has
achieved the above status and position roles. In this way, the status and position
roles may be seen as variables determining the outcome, consequently as
independent variables, while the current role performance illustrates the
differences in outcome, and can thus be valued as a dependent variable. A low
role performance together with an early onset of the mental disorder may be
expected to correlate with the achievement of few status and position roles,
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while a high role performance should correlate with the achievement of more
status and pos i t ion ro les . ,. -;,,, . ^ J K ; ••:,-JUSITI >.nyo<»-rjq-rani TO <•; f
Next to the differences in current role performance, we also tested differences
in certain structural characteristics of the social network and in the number of
position roles. We tested these differences using simple statistics for the
evaluation of group differences. With respect to the number of established
social contacts within the social network and the number of achieved position
roles, we used the Student t-test (Fisher, 1934) to measure the differences
between the various contrast groups. With respect to the comparison of the
scores on the various scales we used the Mann - Whitney U univariate non-
parametric test (Mann & Whitney, 1947). The results of these analyses will be
discussed in Chapter 12. Questions related to this issue are:
1. To what extent do the various contrast groups differ? ' ' '. ' -
2. Does the instrument discriminate between the four groups? , 7
7.4.6 Description on case
Apart from an extensive description of the data on item and group level, we
will illustrate the data with a number of case reports in Chapter 13 to show
how the instrument may be used in daily practice. In Chapter 13 we shall
address the differences between the various groups at case level and indicate
some implications for the daily practice in the care of the chronic mentally ill.
We are interested in clinical validity at face value. Do obvious differences at
case level result in distinctions as measured with the instrument? Questions
related to this issue are:
1. Are obvious observable differences reflected by clear distinctions in the
data provided by the instrument?
2. Is the instrument sensitive enough to measure change?
3. Are the various differentiations in developmental patterns reflected by the
data?
4. Which parts of the instrument provides the most sensitive information?
7.4.7 Comparison wirn a nor/no/ re/erence group
We finally looked at the comparison between a subset of our sample with a
normal reference group. This population was obtained from a registered
healthy population of three general practitioners. First criterion of selection
was that the reference group had no current complaints, either physical or
psychological. Second, we selected the reference group by means of paired
matching on a number of demographic characteristics, to secure
comparability. In the comparison with the reference group, we were interested
in three topics: the number and variability of the personal network, the
number and variability of social roles and finally the impairments measured in
the four domains of social role performance.
Between these topics, we may assume a certain interplay. Roles, and more
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specifically position roles, may be regarded as one of the most important
determinants of interpersonal relationships, and it in effect determines the
composition of the personal network (Janssen, 1992). Through his actions
within certain roles the individual manipulates his network of social
relationships. By initiating a new role, the individual may establish several new
relationships; by ending a role he may free himself of old roles (Boissevian &
Mitchell, 1973). When a person suffers a (mental) health deviation he will no
longer be able to perform several roles. The severity and duration of the
deviation determines the impact on role performance. We may assume that the
individual suffering a health deviation, for example as an effect of a
psychiatric disorder, loses many of his situation roles and an increasing
number of his position roles and finally may have difficulties in meeting the
expectations related to maintaining his status roles. The composition of the
personal network also changes, as the individual relies on fewer people,
predominately in the network sectors "kin" and "formal non-kin". Role
performance may be expected to be impaired in more than one domain.
With respect to the comparison between patients and references we may
formulate the following hypotheses concerning the difference between the
patients and the reference groups. Patients may be expected to have more
impairments in role performance, limiting the number and the variability of
the social roles and leading to less balanced and more unstable personal
networks. These hypotheses are tested in Chapter 14.
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Reproducibility of the ratings
The first question to be answered in the main study concerns the
reproducibility of the information we gathered. Before considering the
consistency or aspects of validity of the Social Role Performance and
Development Inventory, we have to know to what extent different raters
interpret the information in the same way. The answers on open-ended
questions in the patient's version of the instrument were rated by two
independent raters. The agreement between these two raters was calculated.
8.1 Procedure ù » i •
To determine the agreement between raters and the interrater reliability of an
instrument, many measures may be used, as for example Cohen's Kappa,
weighed Kappa, the Maxwell random error coefficient, the intra-class
correlation coefficient, the Yule's y, and many others. A distinction between
reliability and agreement has to be made. Agreement is when different raters
try to provide the same rating scores at item level. Reliability of an instrument
concerns a more relative measure of agreement at scale level. It represents the
degree to which the ratings of different judges are proportional when
expressed as deviations of their means at scale level (Tinsley & Weiss, 1975).
In this chapter we will look at the reproducibility of the absolute ratings, i.e.
the agreement between raters. To correct for coincidence we applied Cohens'
unweighed Kappa (Cohen, 1951). As the Kappa is a very strict measure,
providing a correction of the percentage of agreement by chance, we will also
discuss the percentage of agreement on the items.
The agreement between raters was determined in the patient version of the
questionnaire. All items concerning the current role performance and the
development of role performance, i.e. part two of the questionnaire, were
analyzed. In this part of the questionnaire each domain begins with a number
of scalable items, representing a level of functioning. The questions were
posed in an open format: "What do you do with ". The open format
facilitates a dialogue on the content of the performance. Trained interviewers
and a detailed response instruction were used to ensure reliability. Items were
scored only if the individual performed the behavior in question, as our main
interest was performance. Probable capacities - interpretations of what the
patient perhaps "could have done, if not ..." - were thus avoided as far as
possible. Two independent raters generated the data by coding and
categorizing these questions. When K has a value of 1.0, agreement is perfect;
when zero, agreement is no better than chance. In the evaluation of our results
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we used the criteria given by Laundis and Koch (1977, p. 265), who define a
kappa exceeding 0.61 as substantial. Because we are dealing with concise
information and have to rely on a small number of items, we used this as a
minimum criterion. Extreme skewness is known to influence the K
substantially, but also influences the interpretation of many other analyses
(Boomsma, 1983). Consequently, items with a K < 0.60 or a skewness with a p
value equal to or larger than 0.90 or smaller than 0.10 will be discarded from
further analysis.
With regard to the data, it should be taken into account that the first rater was
the same individual who interviewed the patient and who also provided
feedback to mental health professional and patient. To ensure a certain degree
of anonymity, only the identification number was left on the questionnaire
when it was coded and the coding was performed en masse, some three to five
months after the interviews took place. The second rater was a student
psychologist, having absolutely no prior information but with training in
conducting interviews and in using our instrument's manual. By carrying out
the rating some time after gathering the data, and by training the raters, we
tried to improve the rater's objectivity.
8.2 Present performance :
In the coding manual we defined a number of different response formats, as
the required performances differed. With respect to the domains "self care",
"daily obligations", and "social activities", the items are dichotomous: either
the patient shows the behavior or not. The items in the sub-domain "care for
others" are trichotomous, the behavior being either overzealous, normal or
less than expected. The items in the domain "support" were scored on a Likert
- type rating, varying from frequent to infrequent performance on the
required item. Most sexuality items are nominal, in contrast to all other items
which are ordinal. Only the item "sexual practice" is defined on an ordinal
scale, varying from none at all to fulfillment of mutually consented sexual
desire. Cohens' Kappa was determined after dichotomizing all data on current
performance, mostly into the categories "does" or "does not" perform the
behavior. We chose this dichotomization for a number of pragmatic reasons.
First, it relates to our concept of role performance: we are interested in what
the patient in fact does, how he performs within observable criteria. Second,
the power of the analysis decreases with the number of categories. With 60
patients a power of more than 90% can be obtained with dichotome variables.
When the variables are trichotome, we have to accept a power of less than
70%, while for items with five catogories the power may be less than 50%. So,
we do not know what a low kappa indicates. Finally, in most items the
response format was selected on behalf of consensus with the professionals. It
had to relate to their concepts in the judgement of behavior, which not always
can be forced into a yes or no format.
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8.3 Past performance 'm^r^é^rts^t^j^ft^vH. A'*
In the schedule, current role performance in each area is always related to
performance before onset of illness. If problems do occur in current
functioning, additional questions are posed in order to gain information on the
comparison with functioning at the onset of the mental illness and, in a broader
sense, on the development of the defined area of social role performance. First
we asked whether role performance was either better, the same or less than
before onset of mental illness. On these items interrater reliability was
determined. It has to be stressed, however, that a comparison at item level has
very little clinical relevance. For the evaluation of current possibilities it is
interesting to know whether the patient previously functioned at a higher level,
how long ago, and in which context deterioration took place. . ^  ^ „, ,,, , ^ ;,
The details of functioning at onset are of less importance and in our instrument
served as a means to stimulate discussion on the pattern of the deterioration,
not as information as such. Regarding development, different patterns are
assumed in the schedule. Firstly, a normal development is assumed if no
problems are encountered at the current level of functioning. Secondly,
stagnation is assumed when development has always been seen as insufficient.
Thirdly, a relapse is assumed when the development has followed a normal
course and insufficiencies have developed later on. Finally, two kinds of
relapse are distinguished. The relapse may be short-term, showing few
consequences for social role fulfillment. The relapse can also be long-term,
with persistent consequences for social role fulfillment (cf. Hàfner, 1985;
1992). These patterns were only compared using Pearsons r, as the data could
not be dichotomized in a sensible way without too great a loss of information.
8.4 Assumptions on outcome and important questions
Regarding interrater reliability, we are interested in the following questions:
1. Are there specific items which provide information that can hardly be rated
in a reproducible way? These items have to be deleted.
2. Is there a specific domain which provides information that can hardly
obtain a satisfactory agreement between raters? If so, does the domain have
to be deleted or do the items again need correction? Or can the domain be
interpreted as an independent variable with no relation whatsoever to the
other domains within the instrument?
3. Are there differences in respect of rating agreement between the groups?
As may be expected, the answers to certain questions may be easier to
ascertain in one group than in another.
4. How do the various aspects mentioned above contribute to the overall rating
agreement of the instrument and is this agreement, as we hope, sufficient?
With respect to the interpretation of these questions, it is obvious that the
domains differ in the extent to which items can be coded in a reproducibleway.
"Self care" consists of clear and well defined items, leaving little room for
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interpretation. A trained interviewer with enough experience in the
questionnaire and the manual can be expected to obtain highly reliable
information. The domain of "support", however, consists of items such as "Do
you show your personal emotions to other people?", which require a certain
amount of acknowledgment of one's own personal feelings, both on the part of
the interviewer and the interviewee. Some answers are clear, others are
definitely vague, such as the response of case number 11 : "/'/n nor sure, /
/ee/ myse// connecte^/ fo wry èoy/nend, f/iougn we a/mosf never /a/ è
/<?e/ings. " Even after inquiring more extensively, it remained unclear if the
patient indeed ever showed her personal feelings to anyone. So this domain
may provide less clear information. The domain of sexuality, on the other
hand, contains items the respondent may be reluctant to answer. Thus, no
information at all was obtained from some patients. Some of the data in this
domain were obtained from only 28 patients, exactly half of the response
group. The domain of daily activities contains clear items such as "Can you
finish the work or the goals you have set for a day?", but also some items on
personal interactions, for example "Do you make contact with colleagues or
superiors?". The first may not produce difficulties in interpretation, whereas
the latter may indeed leave room for interpretation differences. The domain of
social activities, finally, contains to a great extent very well defined and clear
items. A second important factor determining the interrater agreement is the
number of patients a certain domain may be relevant for. "Self care",
"support" and "social activities" are relevant for all patients. In the domain of
"sexuality", 14 patients declined to provide any information; we thus obtained
information from 42 patients. The domain of "daily obligations" is relevant
for only 33 patients. Six patients did solitary work, consequently rendering
items such as contact with superiors irrelevant. "Care for others" was relevant
to only 21 patients of the 56.
8.5 Results
The interrater agreement on the schedule was determined by computing the
percentage of agreement and Cohen's K between two independent raters on the
items covering current functioning and on retrospective items covering the
social functioning in the past. In Table 8.1 we present the results of the
analysis. We first present the results on current functioning, then the results
on past functioning, both on item level. In the first column, the mean rated
percentage of people responding with a positive answer to the item is given, as
an extreme skewness may diminish the Kappa severely. In the second and
third column we show the percentage agreement and the Kappa. Within the
domains we also present, in italics, the weighted totals over all the items
composing a domain, when computable. In the fourth column we present the
percentage of respondents who indicate that their level of functioning on the
specific item was worse at the onset of mental health care. The fifth and sixth
column show the percentage agreement and the Kappa for the items
representing the level of functioning at onset of mental health care. The
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number of valid responses is presented in the final column, also in italics. All
items were dichotomized for this analysis only. The results show that all
Kappa's are considerably better than chance; however, current functioning
was more consistent than past functioning. In the presentation and the
discussion of the results we will discuss each domain separately.
Table 8.1 The interrater agreement on the open-ended questions posed to the
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* these items have to be left out of further analysis
' Criteria Laundis & Koch : k< .00 = poor,
0.00 < k < 0.20 = slight,
0.21 < k < 0.40 = fair,
0.41 < k < 0.60 = moderate,
0 .61 -0 .80 - substantial,
>0 .81=good
T h e m e a n percentage over two raters, also check the frequencies, appendix no. V .
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ana" care /or or/iers. In the domain of self-care, the agreement
between raters may be regarded as quite good, with the exception of the item
"cleanliness own body". However, this item exhibits very extreme skewness (p
- value > 0.90), and should preferably be omitted from further analysis as it
provides no distinctive information about our sample. It might be sensible to
test an item like this in a population of hospitalized patients, comparing them
with patients in ambulatory care. The sub-domain "care for others" shows
poor to slight Kappa's. However, we do not know how to evaluate this result,
because only a limited number of patients responded. A single case may have a
considerable effect on the Kappa irrespective of a sufficient agreement
percentage. The sub-domain should therefore be tested in a much larger
sample. The upshot is that we have to delete the sub-domain "care for others"
from the further analysis, in view of the difficulties in reproducibility of the
codes. The items covering retrospective functioning in the sub-domain "self
care" present a substantial to perfect agreement, both in the percentages and in
the Kappa's. ,, , .. „.
Support. In the domain of "support" the items were dichotomized for this
analysis only. The response "shows the behavior seldom or never" was
categorized 0; the response "shows the behavior sometimes, regularly or
often" was categorized 1. After dichotomization, all items show a high
percentage of agreement (between 92% and 99%), and a substantial to good
Kappa. Only the item "passive personal support" will be ommitted from
further analysis due to extreme skewness. Regarding the retrospective items,
agreement was somewhat lower.
y. In this domain, nominal variables on both current functioning as
well as level of functioning at onset of illness were dichotomized into a
positive - negative categorization. All items, whenever a positive response was
given, were categorized 1. This operation incurred considerable loss of
information. A second problem was that an important number of patients
produced unclear or rejective answers to the items "sexual practice" and
"experienced problems", incurring a variable number of missing values on
these two items. When we look at the percentage of agreement (based on the
nominal categories) both on current as well as past functioning, the agreement
may be regarded as good. The Kappas, both on current functioning and on
level of functioning in the past, vary between moderate and substantial. A
Pearson correlation was determined on the undichotomized items revealing
results between 0.42 and 0.68, which is quite good. The insufficient Kappas,
consequently, may be regarded as an artifact of the dichotomization. So,
despite these results, we decided not to delete any of these items from further
analyses for reasons of poor reproducibility.
Da/7v ofc/igafio/w. In this domain, the items "technical ability" and "planning
of work" need to be omitted from further analysis, the first because of an
extreme skewness ( p - value ^ 0.90) and the latter because of a low Kappa (K
^ 0.60). When we look at the response pattern on the last item, it is salient that
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this is one of the few items with a negative response tendency. Quite often
different problems in this item were mentioned, and categorization was
sometimes arbitrary. With respect to past functioning, the Kappa's were
lower, but also agreeable, with a fairly good median percentage of agreement.
s. In the domain of social interactions, both the current and
the retrospective items show a satisfactory to good Kappa. In this domain the
information gathered from the patients is of good quality and, again, no items
needed to be deleted.
/or /u/t/ier ana/ys/s. As a result of the analysis on interrater
agreement the domain "care for others" and four subsequent items,
"cleanliness own body", "passive personal support", "technical ability" and
"planning of work", will be left out of further analysis.
8.6 Comparison on a group level
To be sure that the accuracy of the information is independent of the kind of
patients we interviewed, we compared the Kappa's within the four selection
groups. We expected that the data of the younger unmarried men and women
would be less reproducible than the data of older married people, as the
former contain a large number of schizophrenics. Acquisition of information
in schizophrenics is known to be difficult, as they tend to be erratic in their
responses to interviews (v.d. Bosch, 1982). A summary of the data is given in
Table 8.2. The mean Kappas on the domains are presented.















































* too little data available for analysis
We only compared data on self-care and social activities, as the data were
gathered from enough patients to make the comparison worthwhile. First, we
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compared those who came into care early, i.e. the young unmarried men and
women, with the older married men and women. Second, we compared the
men and the women. In these data no major differences arise. The young show
indeed slightly lower Kappas than older people in the domain of "self care".
The data on the domain of "social activities" show no differences at all. We
may conclude that the characteristics of the specific groups do not determine
the interrater agreement. , -
•".*;• • . ( ' '.,.': • *H,surfit-
8.7 Summary ' • -. - ' ;^^ï ' iv î , - ï*; i
In Chapter 7 we argued that the first step in the analysis of instrumental utility
is the interrater agreement. The main objective was to determine which items
provide information which may be reproduced by a second rater. We set the
criterion that the items at least had to have a Kappa higher than 0.61, or a
skewness with a p - value smaller than 0.10 or larger than 0.90. As a result,
eight items had to be omitted from further analysis. We deleted the entire sub
domain "care for others". In the domain of "self care", the item "cleanliness
own body" was left out. In the domain of support the item "passive personal
support" was left out. Finally, in the domain of "daily obligations" the items
"technical ability" and "planning of work" were omitted. In the domain of
"social activities" no items were discarded. ; . . .
The data in this chapter show that especially the domains "care for others" and
"sexuality" provide low Kappas and less impressive percentages of agreement.
The main cause of the poor results in the domains "care for others" and
"sexuality" is the low response rate. Only a minority of the patients live with
others; thus the domain "care for others" quite often generated irrelevant
information. Secondly, many patients are reluctant to provide information on
their experience of sexuality. The only other item showing a low Kappa
despite a normal skewness and a reasonable response rate is the item "planning
of work". This item shows one of the lowest percentages of agreement
between raters.
When we evaluated whether specific group characteristics determine
reproducibility, we found no major differences. The Kappas were only
slightly, but not significantly lower in the two younger groups.
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Internal consistency and dimensionality
;« fm •s
The present chapter addresses the exploration of our theoretical assumptions
concerning the construction of the instrument. In the Chapters 4 and 6 we
distinguished five main domains in which socialization occurs, social behavior
develops and social role performance may be observed: the domains of se//-
care a/ui care /or of/iers, support, sej;«a//fy ant/ partners/iip, aVnïy o£>/igaf/ons
and soc/a/ acfiviriis. This chapter investigates whether the item selection
procedure presented in the two chapters above resulted in a sensible construct.
We are primarily interested in the coverage and the homogeneity of the
different domains, and in some aspects of scalability. We investigated this in
both versions of the instrument. Because our focus is on the judgment of the
professional, we address the professional's view first in the presentation of the
results, and compare it with the results obtained from the patients. In this
chapter the subdomain care/or of/œrs, and the items c/ean/mess fowfy, passive
persona/ support, rec/j«/ca/ afr//(/y and p/annmg o/ worJfc are left out of the
analysis, as decided in the conclusion of Chapter 8.
9.1 Questions related to consistency
This chapter focuses on construct validity. In the investigation of the
construction of our instrument the following main questions arise:
1. Before we look at consistency we first have to know to what extent our data
are complete. To what extent are we hampered by missing data in the
interpretation of internal consistency?
2. Concerning the consistency, we first have to know if we do indeed measure
differences. Is there a difference between easily performed items and more
difficult items?
3. We then have to know to what extent the distinct domains are coherent. Do
the items within a single domain indeed represent aspects of the same kind
of behavior, and is the sum of these items a reliable representation of the
whole domain?
4. Finally, concerning the dimensionality, we have to know whether we
measure different dimensions of behavior in the different domains. Do the
items within different domains indeed compose distinct factors, or is there a
certain overlap between the domains?
In each analysis we will compare the results obtained from the professional's
judgments data with the patient's self-report data. Consistency and coherency
of the response may be related to which person we ask. Patient's answers may
be more accurate and detailed, but also subject to fluctuation of mood or self-
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perception. Professional views may be less accurate on details, but more
consistent in a global way. Sometimes, however, professionals may know too
little to respond.
9.2 Completeness of the data: missing values
9.2.7 Timers o/r/i£ missing va/«gs ~ —.-..-—- —
An important problem disturbing the interpretation of the multivariate
analyses in particular is the considerable number of missing values, especially
in the domain of d"ai/y o^Z/gar/ons, but also in the domains swp/jorr and
sexwa/irv. The main reason for coding a missing value was the absence of a
context to relate the item to. So especially the domains support, sextoz/ify and"
da/7v 02>/igari0ns were affected. A small number of patients (n=6) had few to
no contacts at all, apart from the mental health professional. Items such as
practical support, showing overt personal support, and problem or conflict
solving could not be judged, as the patient, lacking a social context, had no
opportunity to perform these items.
As many as 13 patients refused to provide information in the domain of
sexuality, apart from simply stating whether or not they were engaged in a
relationship. In as many as 21 cases the professional knew too little of the
patient to provide information on several items in this domain. Finally, many
patients had no vocational setting, and no obligations whatsoever (65% (n=37)
was either jobless or incapacitated, 44% (n=25) had no structured daily
occupation). Role performance in the domain of daily obligations of 19
patients (31%) could not be judged. 23% of the professional's judgment data
consisted of missing values, as did 18% of the data obtained from the patients.
Furthermore, we may expect the psychiatric disorder to influence the
accuracy of the assessment, in a way we cannot correct for. Accuracy may be
impaired especially when items cover behavior requiring a certain self-
insight, as most of the items in the domain of support and some of the items in
the domain of social activities. This effect may be expected to be stronger in
the groups containing the most schizophrenics, as with for example the young
and unmarried at onset. It is less likely to occur in the groups of the older and
married at onset. In the presentation of the analyses on the coherence of the
instrument the reader may note the number of cases the domain applied to. In
the evaluation of the results of the multivariate analysis a bias also has to be
considered, as the missing values concern an important part of the data matrix
and we often had to decide to replace a missing value by a probable score.
9.2.2 7Veafmenf o//ne missing va/wes
The simple analyses concerning the differences in difficulty of the items and
the coherence within the domains were carried out on a database with missing
values. To avoid a severe reduction of the data matrix, the multivariate
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analyses'* were performed on a "purified" data matrix. We excluded the items
which proved to be highly inconsistent with the domains. For the other items
we recoded the missing values according to the tendency provided by the
other items within a specific domain in a specific case. So, when an item
revealed a missing value in a specific case, we looked at the median of the
other three or four items in the domain and recoded the item according to the
median of the other items.
In some cases this rule could not be applied. When the number of missing
items in a scale was more than 2, we applied a second consideration concerning
the next assumption on the most probable score. Most of the missing values
occur within the domains "support" and "daily obligations". In both domains it
is reasonable on theoretical grounds to assume that a missing value indicates
absence of performed behavior and should thus be coded zero. In the domain
of support most of the missing values are an effect of the fact that some
patients have too few personal contacts to allow a reasonable evaluation of the
items. In the domain of daily obligations, some patients simply do not have
anything to do, so it is difficult to judge how they would deal with colleagues
or superiors. To sum up, when indicated we either chose the median or a zero.
9 . 3 P r o c e d u r e s . ,' , ,•.:., . . , , , , „ , - , , - ) . - . , < ^ . - , v . ' , ; > . - ^ •:.•,-..••-., •.. ••-:•.. .-,. ' ,• . . • ••
9.5./ /nre/rwi/con.H.stenc;y:
The first question concerning internal consistency of the domains is: Do we
indeed measure differences? Within the domains "self-care", "support", "daily
obligations" and "social activities" we selected items representing a hierarchy.
A simple and tangible way to check the expected hierarchy is by comparing
the percentage of positive scores on the items within a domain and to see
whether the probability of either passing or failing an item decreases in the
lower ranked items of the domain.
9.3.2 /n(ema! con5W/enc>." coterence vwï/u/i dowwms
The most simple way to look at the coherence within a domain is by
calculating the correlation between the score on one item and the overall sum
of the other items on that specific role domain (the corrected item-sumtotal
correlation). However, good correlations are only an indication of the
consistency of the separate items with the domain. A more important measure,
dealing with the scale reliability as a whole, is the Cronbach's a (Cronbach,
1951). A high Cronbach's a (above 0.70) indicates that the items cover a
single trait, and that the sum score of that specific domain is reliable. The
procedure makes it possible to identify items which do not fit into a scale. The
discriminative power of the scale is a prelimiting condition for a high
' The Spearman rank order correlations presented in chapter 11 and differences between groups analysis
presented in chapter 12 were also performed on this data matrix. In chapter 15. we will deal with the
confounding effects of the missing values on the various analyses and on the conclusions of this study.
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Cronbach's a. To assess the discriminative power of the scales, Mokken
analysis was also performed (Mokken, 1971). Mokken provides two measures,
the scalability coefficient H, and the reliability coefficient rho (roughly the
same as the a) . When H is less than 0.3, the scale is not regarded as a scale,
when it is less than 0.4 it is regarded as a weak discriminatory scale, and only
when it is more than 0.5 is it regarded as a powerful discriminatory scale. In
the evaluation of the Cronbach's a and Mokken, the completeness of the data
set has to be taken into account. A domain containing many missing values
may be expected to be less consistent and show a less impressive scale
reliability. Slight inconsistencies in single cases may have important effects on
both the item-sumtotal correlation and the Cronbach's a . We therefore
present the number of valid cases for each scale.
9.J.3 D/mens/ona/ify : f/ie t/irt/ncf/on fcfwein domains
A next topic of interest concerns the distinction between the domains. Are the
various domains indeed reasonably independent while still composing a single
construct? Do the different domains really represent distinct dimensions of
role performance? And do items within one role domain elicit information
about only that role domain? These are this chapter's most important
questions, as they support our assumption regarding the division of role
performance into 5 domains. Exploratory factor analysis seems to be the
analysis of first choice to address these questions. However, exploratory factor
analysis, though commonly (but inadequately) used for the confirmation of
theory has (especially in this mis-use) a number of not so widely known risks.
An important recent view is eloquently formulated by Tabachnick & Fidell
(1989, p. 599):
"One o/ toe prob/ems /s tfraf fnere /s no cr/ferion beyoncy /nterpreteto///fy to
fesf fhe so/uf/on. 4 second profo/em vv/'fh exp/oratory factor ana/ys/s /s fhaf,
after exfracf/on, fhere are /nf/n/fe numbers or rofar/ons ava//ab/e, a//
accounf/ng /or fne same amounf o/ variance /n fne or/g/ria/ dafa, buf w/fn
factors defined s//ghf/y d/fterenf/y. 4 fh/rd prob/em /s fhaf fne very power of
exp/orafory factor ana/yses to creafe apparanf order from whaf acfua//y /s
rea/ chaos confribufes to fhe/r somewhaf farn/s/7ed repufaf/ons as sc/enf/fic
too/s. Confirmatory Factor Ana/ys/s (CFA) /s a much more soph/sf/'cafed
fechn/gue used /h fhe advanced sfages of fhe research process to fesf a
fheory abouf /afenf processes. Var/ab/es are carefu//y and spec/f/ca//y
chosen to revea/ under/y/ng processes. >4 number of comparisons befween
fhe paffern of /oad/ngs from fheory and /oad/nps from samp/e dafa can be
conducfed. "
Therefore, we addressed these questions with a CFA following the LISREL
procedure (Jôreskog, 1978). We chose to perform a LISREL analysis as we
were interested in a rigorous exploration of the theoretical assumptions
underlying the construct of the instrument. Contrary to relying solely upon
the exploratory factor analysis, the researcher can by the use of a LISREL
model define substantially motivated constraints.
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The LISREL analysis provides the possibility of testing hypotheses
concerning:
1. the number of factors underlying the item set;
2. the correlations between the factors;
3. the loadings of the items on the various factors.
Statistical tests can be performed to determine whether the sample data are
consistent with the imposed constraints, or in other words whether the data fit
the substantively generated model. In the LISREL output, different measures
provide information on the probability of the model. In the interpretation of
LISREL analysis, three indicators are important to notice:
1. the maximum modification index, indicating which items (or variables)
need adjustment in order to improve the goodness of fit;
2. the adjusted goodness of fit index, an indicator of the appropriateness of the
model;
3. the percentage of normalized residual covariances smaller than -1 or larger
than 1, indicating the percentage of items that poorly fit into the model.
The most important is the chi-square goodness of fit test. With the chi-square
the proposed model is tested against an alternative model with no structure or
restrictions. With this procedure the researcher obtains information on the
appropriateness of the fixed model and obtains an unambiguous single
mathematical solution of the structure imposed on the data by means of the
fixed model". An important reason to use LISREL is its robustness for a
small data set and non - normal skewed items (Boomsma, 1983), as in the
current study. Especially in the case of small data sets, it is hard to obtain a
fitting model (Saris & Stronkhorst, 1984). When the model is not rejected in
either of the data sets, we may regard this as a good indication of our model.
9.J.4 Some comments on //ze sta//sf/oi/power <
In the analyses on internal consistency, the critical effect size (Chapter 7, p.
90) is determined by comparing the total number of items in a scale with the
number of items we regard as an indication of deviance. For each scale,
different values of the main power analysis parameters - effect size, power
and level of significance - have to be taken into account. "Self-care" is covered
by five items. More than one zero score may be regarded as deviant. The
critical effect size is 2:5=0.4. We need 36 cases for a power of 80% and a
level of significance of 0.05. For "support" the same calculation can be made.
"Sexuality" contains four items, with a critical effect size of 0.25, thus needing
105 cases for a power of 80% and a level of significance of 0.05. The 56 cases
included in the study provide for this scale a power only slightly above 50%.
"Daily obligations" and "social activities" both contain six items, with a
Exploratory factor analysis was also performed, but provided consistent with Tabachnick views,
inconsistent and contradictory information, several strategies and tests showing conflicting
conclusions. For example, with a GL method five factors provided an eigenvalue larger than 1.0, with a
M L method the chi-square test of goodness of fit gave a solution of three factors, but using a simple
varimax rotation only the four factor solution provided a satisfactory proportion of unexplained residuals
(< 20%). So, much confusion and no solution.
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critical effect size of 0.33, needing approximately 70 cases for the same power
and level of significance. For the last two scales we have to accept a power of
70%. The calculation of the power of the Lisrel analysis, largely the same as
the reliability analysis (also the example in Chapter 7). In both cases we are
dealing with a critical effect size of 0.24, a power of 80% and a level of
significance of 0.05, and data of two independent, but related samples: the
sample containing the data of the patients and the sample containing the data of
the professionals. Again, the minimum number is approximately 50 cases.
w o/ interna/ consis9.5.5 Step-£y-step
Each of the analyses mentioned represents a step in the testing of the internal
consistency and the dimensionality. Three steps deal with the internal
consistency. The first step, looking at the distinction between the items, is
investigated by simply comparing the probabilities to fail or pass of the
various items in a domain. In the domains se//-care, support, aa//y oè/igaf/ons
and soc/a/ acf/v/ftes, we expect a hierarchy in the items, some items being
performed by many patients, others performed by few patients. The second
step, the item-sumtotal correlation within the domains, provides information
on how coherent the domains are. It shows, more specifically, which items fit
badly in the domain and should be left out of further analysis. The third step,
determining the height of the Cronbach's a, provides information, not only on
the coherence of the scale, but also on the discriminative value and the
reliability of the sum score. The fourth step, which deals with the
dimensionality and concerns the LISREL procedure, addresses the distinction
between the domains and tests the validity of our choice of items and domains.
9.4 Results
9.4.7 77»e percentage pos/f/ve scores
In Table 9.1 we present the precentage positive scores of the items in the
various domains using the data provided by the professionals.
Table 9.1 The percentage positive scores in the domains "selfcare",
"support", "daily obligations" and "social activities"













































Sexuality was not computed, as the items are neither formulated in a scale
construct nor expected to represent a hierarchy. These results show clearly
that the items in the domains "support" and "daily obligations" cover a
114
INTERNAL CONSISTENCY AND DIMENSIONALITY
satisfactory range. It is important to notice the slant skewness of the items in
the domain of self-care, which may have effects on multivariate analyses
reported elsewhere. In the domain of social activities we notice that the
expected hierarchy is not fully supported, and that the differences in difficulty
between a number of items are less impressive.
Table 9.2 The percentage positive scores of the items in the domains
, "selfcare" "support", "daily obligations" and "social activities"













































In Table 9.2 we present the results on the patient's self-reports. We may also
notice the slightly less impressive results in the domains "self-care" and "daily
obligations" in the data from the professionals. The clear cumulative
percentages observed in table 9.1 now disappear from all domains except
"support". However, the domains do cover a sufficient range. This supports
the findings on the coherence of the professional's judgements presented later
this chapter.
9.4.2 consistency
In Table 9.3 (next page) we briefly summarize the corrected item-sumtotal
correlation, the Cronbach's a™ and the Mokken analysis measures of the five
domains using the data obtained from the professional's. When we look at the
responses of the professionals we see that all domains, except of course
sexuality, have a good to excellent a. These a 's decrease impressively when
we include the items we deleted in the previous chapter. Addition of the item
p/an«mg worfc to the analysis decreases the a of daily obligations to 0.41.
Addition of "passive personal support" decreases the a of support also as far
as 0.36. When we look more specifically at the data from the professionals,
only a few items show low correlates with the sumtotal (i.e. less than 0.30).
The first two domains, "self-care" and "support" show fairly satisfying
correlations, ranging from 0.49 to 0.78. The Mokken analysis supports the
discriminatory power of most of the scales, however, in the domain of social
activities two items are rejected by the procedure; boredom and passive
pastime. The exclusion of these items is disputable, but may very well be an
effect of a large variance in item difficulty. When we look at the contribution
Turn to appendix no IX, for additional information on the interpretation of Cronbach's a .
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Table 9.3 The item-sumtotal correlation and Cronbachs a and Mokken






































































• items less consistent with the domain (p< 0.05) ' * Mokken analyses showed no substantive results in the
domain of sexuality
of specific items to the a 's of the various domains, only the deletion of items
"work load" and "boredom" lead to slight increase in the a of the domain.
In Table 9.4 we present the results obtained from the patients. When we
compare the data obtained from the professionals with the response from the
patients, it is clear at first glance that the patients show less consistent
responses in the domains "self-care", "support" and "social activities". In the
domain of "sexuality", the consistency is somewhat less than in the
professional's data. Apart from the item "sexual practice" the correlations are
low. In the domain of daily obligations the consistency is even better than in
the professional's data. In these data, apart from the domains "social activities"
and, again, "sexuality" the Cronbach a's are satisfying. In the response of the
patient, daily fluctuations, mood and many other situation bound factors may
be expected to influence the results. Total instrumental a decreases, however,
Table 9.4 The item-sumtotal correlation and Cronbach's a with the data

































having a partner 0.39
sexual practice 0.71




























items less consistent with the domain (p< 0.05) •• Mokken analyses showed no substantive results in the
domain of sexuality
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after any deletion, both in the professional's and in the patient's data. So we
can conclude that our sample does not allow any further reduction of the
items. When we look at the Mokken analysis, we observe that the coefficient H
is not on all scales lower than we saw in the response from the professionals.
Most of the scales do remain intact, except "social activities", which now
clearly falls apart into two self-coherent subdimensions. The conclusion is that
the response tendency is largely the same in both data sources, confirming our
hypothesis on increasing difficulty of the items. With regard to the scale on
social activities, we are not sure whether it represents one or two underlying
traits. The Confirmatory Factor Analysis may provide more on this point.
Finally, these results show that the items we selected for the domain of
sexuality could not really be analyzed as scale. Regarding the formulation of
the items in this domain, the only item with any discriminating value may
perhaps be the item se;cMa/ pracf/ce. The items partner cnoice, AaWng a
partner and expenencea* profe/ems in sexua//fy may actually be regarded as
independent predictors, rather than dependent outcome variables. Though the
items may have some clinical validity, they do not constitute a single trait.
9.4.5 Posifion o/sexua/ify w/fnm f/ie fneoreftca/ consfrwcf
In the previous paragraph we saw that the items in the domain of sexuality
proved to be independent of each other and did not constitute a scale. When
we look at the meaning of the items in more detail, we can see that three items
- "partner choice" and "having a partner" and "problems in sexuality" -
actually may be regarded as independent rather than as a dependent variable".
The item "sexual practice" is the only item representing a level of functioning,
as it is formulated as a ordinal scale (no activity to mutually consented
activity). So we will have to know the extent to which this item is either
dependent or independent from the sum scores of the other domains and the
extent to which this item may be fitted as either a dependent or an independent
variable in the final construct on social role performance. To test this we first
determined the item - sumtotal correlation between this item and the sum
scores of the various domains as well as with the sum score of the four other
domains together. In Table 9.5 we present the results of these analyses.























* significant correlate, p < 0.05
1 ^  In chapter 11, we will use this variable as a discriminator of differences in outcome.
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The results show that, especially with respect to the judgment of the
professionals, the item sexual practice is independent from the other domains,
and independent from the total score. The data provided by the patients
support this finding. The only significant correlation is with the domain
"social activities". Consequently, we regard the domain to be independent of
other domains and of the over-all score. We conclude that our construct of
social role performance is not related to the item "sexual practice". We may,
however, analyze these items at item level, but not as part of a scale construct.
The extent to which having a partner and having made a partner choice, as
well as experiencing sexual problems is related to good social role
performance, is still an interesting question. Secondly, it remains important to
know how little or how much the professional knows about the patient's
difficulties in this domain. In the Chapters 10 and 11 we address this in
greater detail. =
con/ïrmafory / is; </e/ï/iing
After performing the internal consistency analyses, we turned to look at the
independence of the different domains. LISREL analysis provides a tentative
answer to this issue. In the definition of our LISREL model, we assumed that
the items of the four domains "self-care", "support", "daily obligations" and
"social activities" constituted coherent factors. A graphic representation is
presented in figure 9.1. The observed variables, the item scores, are given as
squares. The latent factors (Ci) and the unique variances (5) are presented as
circles. The correlations between the factors are represented by (Oi), and the
loadings of the items on the factors by (Xj). The correlations between the
unique components of each item are given as (0ij).
Figure 9.1 LISREL model of social role performance
©0© 000
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A simple check of the detailed correlation matrixes (appendix no VII), already
shows that all items correlate more with the sumscore of their own domain
than with other domains. Using LISREL we tested the assumption of one
factor for each domain, that is four factors in total, with each item loading on
one factor (a full representation of the model is presented in the appendix no
VI, pp. 197). In addition, the correlations between these factors were
estimated, in order to evaluate the (in) dependence between the four domains.
Consequently, two constraints were imposed on the model. Firstly, we
assumed that each item loaded on only one factor. Secondly, we assumed that
each domain corresponded to one factor, thus no underlying trait determined
all of the four domains. We did not assume the factors to be independent, as
we are interested in the degree of their (in)dependence.
9.4.5 L/S/?EL con/ïr/narory/actor ana/ysrs; pro/ess/ona/yWgmenr ;^ .f,-,
We first did the analysis on the data obtained from the professional judgments
(Table 9.6)*>, using the maximum likelihood method of estimation.
Table 9.6 The LISREL CFA
the data obtained










10. dealing with colleagues
11. dealing with superiors
12. dealing with conflicts
13. boredom*




18. mutual social interaction
Indicators of fit
1. MAXIMUM MODIFICATION INDEX
2. CHI SQUARE






































' INVERSELY CODED " RELAXED FROM MODEL N.B.: note that variable 14 loads more on 'support* than on 'social adivit iw'.
The results show that the model does fit reasonably well providing a high
coefficient of determination (consequently a reasonably low unexplained
variance), as well as a low percentage of unexplained normalized residual
For a formal mathematical description of the model, turn to the appendix VI
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covariance. This indicates that most items fit well into the model. However,
the adjusted goodness of fit index is quite small, while the maximum
modification index*' is high, indicating that the model is not completely
perfect. With these data, LISREL analysis did not reject the structure we
imposed after relaxing the item "passive solitary activities" from the model
(i.e. A. i4, i * 0, A.14,2 * 0 & A. H, 3 * 0). The item subsequently loaded on the
factor "support". This is not contrary to the theoretical construct since this
item may be expected to be (inversely) coherent with items such as "practical
support" and "active bonding".
9.4.6. L/S/ÎEL con/ï/mifor)'/ac/or
The above model was roughly supported by the data provided by the patients
(Table 9.7). When we look at the results in more detail, we can see that most
of the loadings (A.y) are roughly the same as in the results of the professional
judgment presented in table 9.6. A puzzling finding is that the item "boredom"
shows a very low loading. The loading of the item "mutual social activities" to
"self-care" indicates that we have to assume a link between these two domains.
Table 9.7 The LISREL CFA
the data obtained










10. dealing with colleagues
11. dealing with superiors




16. task-oriented interaction **
17. person-oriented interaction
18. mutual social interaction **
Indicators of fit
1. MAXIMUM MODIFICATION INDEX
2. CHI SQUARE





































* Inversely coded ** Relaxed from the model
21 This index reflects the improvement of the chi square goodness of fil after deleting an item.
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9.4.7 L/5^Î£L con/ïrmûtory /acfor ana/ys/s; corre/afjon fofween /acfors
In the definition of our model, we did not fix the dependency of the domains,
as we were interested in their correlations. In Table 9.8 we present the
correlations (i.e. the <E> estimates). The correlation estimates indicate
substantially different interdependencies. A major difference is the greater
interdependency in the professional's data, especially between the domain
"social activities" and the other domains, but also between the domains
"support" and "daily obligations". In the data of the patients the factor
"support" correlates highly with the factor "self-care", while the two other
factors appear to be reasonably independent. ; >
Table 9.8 The LISREL Estimates of correlation between the factors (<t>)
in
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The %2 statistics as well as inspection of the normalized residuals (= the
unexplained inter-item covariance) show an acceptable fit of the four factor
model, with the restriction of correlated factors, and after a few adjustments.
The unexplained inter-item covariance for both data sources less than 15%,
the maximum modification of the x^ by deletion of an item remains also less
than 7%. Four items, all in the domain of "social activities" needed an
adjustment. We had to let the item "passive social activities" load on support
(i.e. X.14,2^ 0) in the first model based on the professional judgments.
In the second model based on the patient's interviews, we had to let the items
"task-oriented interaction" and "mutual interaction" load on "daily
obligations" and "self-care" (i.e. X,i6.3 and X.i6,i*0). With these adjustments,
only 6 items provide a modification index larger than 3.82 (= x crit, DF=1).
With 127, respectively 126, fixed parameters, a 5% (=6.5) excess may be
expected, so a type I error - i.e. an unjust confirmation of our hypothesis - is
unlikely. In short, these results do support the model has reasonable fit. Thus,





The present chapter described some analyses on the construct validity of the
instrument. The main question was whether our assumptions on the division of
the instrument into five domains could be supported empirically, and whether
these domains were internally consistent. In aie interpretation of the results in
this chapter, we have to keep in mind that the often fairly harsh statistical
restrictions of some procedures simply were not met by the data. Secondly,
we have to keep in mind that we are dealing with a small sample size,
containing a considerable number of missing values.
Concerning the internal consistency, we first looked at the percentage of
positive scores. The results showed that the items indeed had different
probabilities, i.e. that the difficulties of the items varied satisfactorily. The
most important statistic measuring consistency is Cronbach's a. The a varied
from satisfactory to high, indicating that the items within a given domain were
satisfactorily coherent. The domains proved to be reasonably reliable scales.
Both analyses thereby support our a priori assumption that the items represent
different levels of functioning. Especially the items in the domains "self-care",
"support" and "daily obligations" proved to compose good scales. "Social
activities" proved to be reasonably consistent. The domain of "sexuality"
proved to be inconsistent. Its position in the construct was therefore
investigated in greater detail. "Sexuality" proved to be independent of all
other domains. In the theoretical construct the items in this domain may be
regarded as discriminators between the chance to perform well or less well,
rather than a measure representing a sub domain of social role performance.
The domain was therefore discarded from further multivariate analyses.
We repeated all analyses on the patient's material as well. Some differences in
consistency arose. With regard to the domains "self-care", "support" and
"social activities", the patients provided somewhat less consistent responses.
Especially in the domains "self-care" and "support" we might have expected
this finding, as some of the questions require reflection on one's own
behavior. It is well known that self-report data are biased, influenced by the
mood of the day, by a not necessarily consistent self-concept, and - more
specifically in the mentally ill - perhaps by a self awareness not fitting to the
norm. Though the information the patients gave could indeed be analyzed as
such, we do not yet know its accuracy. This is a question our data will never
answer, as the only sources of information are either the patient or the
professional, the comparison being always the outcome of a subjective
judgment on arbitrary criteria, thus leaving the "true value" somewhere in the
middle.
Although showing several minor inconsistencies, the LISREL analysis are
indeed consistent with the four factorial model we postulated as a result of the
internal consistency analyses. The finding that the correlations between some
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domains are of slight significance, does not oppose our assumption on
dimensionality, because we may expect that an individual who performs well
in one domain, also performs well in another domain. Furthermore, an
inspection of the whole correlation matrix shows that all items always
correlate more with their own domain than with the sumscores of other
domains. In LISREL, a small sample size enhances the chance of a high
goodness of fit, leaving some room for a type I error in respect of an unjust
confirmation of our hypothesis. However, a fitting model is hard to get with
few data, because of the multiple checks performed in the procedures
computations. An opposing problem is the slant distribution of some items and
sum scores, which enhances the chance of a type II error of an unjust rejection
of our hypothesis. Summarizing, we may conclude that the LISREL analysis
does not reject our assumptions, but that this finding needs support from
future larger sample studies or multiple clinical trials on the feasibility of the
instrument. In the other analyses the cases containing missing values in a
specific domain were discarded. It would still be promising to find two
relatively independent data sets fitting the same model.
9.6 Summary
The main conclusion of this chapter regarding further analysis is that the four
factorial model was not rejected. It supported our assumption that the domains
"self-care", "support", "daily obligations" and "social activities" are
independent subdomains of a theoretical construct representing social role
performance. The domain of "sexuality" proved to be independent. If we want
to apply sum scores or use the instrument to differentiate between groups, this
domain has to be left out of analysis. The remaining four domains proved to
be satisfactorily coherent, as well as discriminative, as they provided a
satisfactory to good Cronbach's a. A minor adjustment has to be made in
respect of the domain of "social activities", which perhaps consists of two
separate sub dimensions. However, the evidence is not powerful enough to
justify a major change of the construct.
The most important conclusion is that, using LISREL confirmatory factor
analysis, most of our expectations on the construction of the instrument were
not rejected by our data. We may safely conclude that the four domains se//-
care, support, daiTy oW/garùms and soc/a/ ac/ivifies consist of reliable and
discriminating scales, representing a reasonably consistent measure of social
role performance. Some items have to be looked at with scrutiny and need
reconsideration, as they show very low correlations with the sumtotal of the
domain. In further multivariate analysis in a follow-up study, we may have to
consider discarding or replacing these items.
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In ter judge agreement
In the previous two chapters we determined the items which could be
interpreted in a reliable way and which fit into the theoretical construct of the
Social Role Performance and Development Inventory. The present chapter
deals with an entirely different aspect of instrumental utility, the value of the
gathered information. It deals with intersubjectivity as an aspect of clinical
validity: does the judgment of the professional represent aproximately the
same information as the interviewer obtained from the patient? We looked at
intersubjectivity not only to gather information on instrumental validity.
Especially in the outpatient chronic mentally ill, the validity of the assessment
of role performance is relevant (Anthony & Liberman, 1986). As role strain
and role conflict are an important source of social relapse it is in our view
important to know the extent to which professionals agree with the patient's
self report. Consequently, we are specifically interested in the differences and
what they indicate, and not necessarily interested in perfect agreement. In
which domains does the professional perhaps underestimate or overestimate
the patients functioning? We know beforehand that we will find some
differences, because we compare two essentially different viewpoints.
10.1 Procedure
We will present the comparison between:
a. The ratings on the open-ended questions in the patient's version of the
instrument, and
b. the ratings on the precoded questions in the professional's version of the
instrument.
The scores on the open-ended questions in the patient's version represent the
judgment of the researchers based on factual information gathered from the
patient and interpreted according to the manual. The scores on the precoded
questions in the professional's version represent the professional's judgment.
We made this comparison using the percentage of agreement and Pearson's
correlation (r), both fairly robust measures. The percentage of agreement
investigates whether several judges respond in the same way. The correlation
coefficient reflects the degree of agreement, correcting for coincidence. Both
measures are presented, because theoretically a perfect correlation may occur
even when there is a complete disagreement. We selected these two measures
because they allowed us to compare our findings with other studies on the
judgment of social behavior. Because the main body of literature on the
judgment of social behavior or personality traits favors the use of Pearson's r
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as a measure of interjudge agreement, we are able to compare our findings
with a large body of literature on the interpretation and judgment of social
behavior. Another more practical consideration concerns the skew of the
items. A number of the items have an extreme positive or negative skew. This
skew was built into the instrument because we wanted items of a varying
difficulty in order to discriminate between groups. The Pearson correlation
coefficient is a rather robust measure, which is less affected by an extreme
skew.
On the level of the scales, we also compared the scores of the professionals
with those of the independent raters, using Kendall's rank order coefficient, t
(Kendall, 1947). Kendall's x was determined on the four coherent scales we
constructed and discussed in Chapter 8. Kendall's x is a measure which
investigates whether two raters follow the same order of positive responses
within a scale or a number of independent variables.
The calculation of the power of the interjudge agreement is largely the same
as the analysis on reproducibility of the ratings. Again, we are dealing with a
critical effect size of 0.50, a power of 90% and a level of significance of 0.05,
and data of two independent but related samples: the sample containing the
patient's data and the sample containing the professional's data. As we
observed in Chapter 8, the minimum number of cases is approximately 25.
10.2 Expected differences
In the presentation of the results, we will focus on several issues. Where do we
see differences? Where do patients and professionals provide the same
response tendency within the various scales? What do the differences indicate?
Is mere any tendency of the professionals to overestimate or underestimate as
compared with the patients? As already discussed in Chapter 8, several factors
influence the outcome of a comparison between different judges. In this study,
we compare the judgment of a researcher based on (not necessarily coherent)
information provided by the patient with a more distant view of the
professional. In fact, two essentially different viewpoints are compared. The
patient's point of view could perhaps be more accurate, but this point of view
is influenced by the degree of self-awareness. The patient may tend to give
socially desirable answers or skip difficult topics, merely by providing a
positive answer. Some domains, as "sexuality", but also "social activities",
concern private information the patient may be reluctant to discuss with a
researcher who is a virtual stranger. Finally, this information can be
influenced by the willingness of the patient open up to the interviewer. This
depends on the degree of confidentiality the interviewer succeeds to establish
in the interview: the research alliance.
The professional, on the other hand, may be not informed in detail or perhaps
may never have discussed a certain topic. These factors may be expected to
vary not only within the five domains of the instrument, but also in respect to
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the different groups of patients we investigated. We may expect the
professional's knowledge to vary between the various selection groups, as the
groups differ in respect to diagnosis, vocational status, dependency on care
and presentation of demand. The older groups present mostly marital
problems, or problems in their jobs, whereas the younger have problems of
social integration, in obtaining either a job or a relationship and in home
maintenance. So we may expect the professionals to be better informed on
various areas of daily life in respect of the younger population than in the
older. Finally, we may observe differences between men and women. As we
know from the literature (Dohrenwerd et al., 1980), women in the chronic
mentally ill population tend to function better than men. When we interpret
the results, all these factors have to be kept in mind.
10.3 Results •••'*'*'-• ' " . -
70.3.7 /nter/Wge agrmne/ifaf group /evf/ '
Interjudge agreement was first determined with Pearson's r and the percentage
of agreement. The results of the comparisons on current role performance are
presented in Table 10.1 (next page). We first present the percentage of
agreement of each item. Then we present the correlations between patients and
professionals on the items and on sumscores of the various domains. To
determine the direction of the difference, we present the percentage positive
responses on the various items in the different response groups. Concerning
social behavior we may regard an interjudge agreement expressed in a
Pearson correlation of less than 0.20 as poor, a correlation between 0.20 and
0.30 as moderate, between 0.30 to 0.40 as reasonable, and of more than 0.40
as good (Funder and Ozer, 1983). When we look at the results of the
percentage of agreement, a percentage of 50% may be regarded as poor, a
percentage of 60% as sufficient, and a percentage of more than 80% as good
(again, Funder and Ozer, 1983).
As we are dealing with two totally different viewpoints - judgment and self-
report - we should expect a large variability in the correlations. Some of the
judgments may be expected to diverge or even be contradictory, reflecting a
disagreement in opinion (Evers, 1989). Taking the differences of perspective
into account, a Pearson above 0.60 may even be regarded as suspiciously high.
The majority of the correlations exceed 0.30, and the overall mean is 0.38,
indicating a reasonable concurrence at group level. The correlations of the
sum scores in the domains "self-care", "support" and "social activities" are
good, and the correlation of the sum score in the domain of "daily obligations"
is reasonable. If we take the patient's word for granted and use it as a starting
point, we see a sufficient to good percentage of agreement in four of the five
items in the domain of "self-care". In this domain the professionals
overestimate the level of functioning of the patient in all but one item. In the
domain of "support" this difference is less clear, though again a tendency of
overestimation is observed. In the domain of "sexuality" the professionals
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Table 10.1 Interjudge agreement between professionals and researchers,determined with Pearson's r
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Correlations not significant at a level of p< 0.05 are left out; 'sign., p < 0.05 "sign., p < 0.01, ***sign., p < 0.001
* (=> ) points in the direction of the lowest level of functioning, n.b: having more sexual problems is interpreted as
a lower level of functioning. The figures in italics represent the correlation of the sumscores.
estimate the choice of partnership and the existence of a relationship quite
accurately, but tend to know very little of how the patient deals with his or her
"sexuality" or whether a patient experiences problems in this domain. In the
domain of "daily obligations" the professional underestimates all items except
"planning"". In the domain of "social activities", we find, contrary to what we
expected, a consequent overestimation. Important differences may be noticed
on the items concerning the quality of the interaction with others. Inspection
of the questionaires revealed that patients reported few interactions, and often
Note that the direction of underestimation is the same as in selfcare.
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could not provide a clear differentiation between task-oriented and person-
oriented interaction".
70.3.2 agreement - response tendency
We were not only interested whether the patients and professionals agreed at
item level, but also whether they responded in the same way in respect of the
scalable domains. To test this, we used Kendall's x rank order coefficient.
Table 10.2 Tendency
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Kendall's x tests if the rank order given by two different judges tends to point
in the same direction. Kendall's x may be between 0.0 and 1.0, with 1.0
showing a perfect rank order agreement and 0.0 showing no agreement.
Significance of the coefficient is related with Kendall's z-score to the sample
size (Siegel, 1956). These results show that the agreement on a more global
level is reasonable, which underlines the findings of the correlation of the sum
scores and the items presented in Table 10.1. We may safely conclude that
both patients and professionals give responses following a comparable order.
70.3.3 /nfer/Wge agreement - past performance
We also looked at the correlations on past performance. In the investigation of
past performance (for the operational definitions, Chapter 6, p. 84) we first
attempted to compare the current level of functioning with the level of func-
tioning at the onset of mental health care, at item level. We then discussed
whether the subsequent level of functioning either deteriorated, stayed the
same, or improved. The pattern of development was operationalized in three
global codes. First, stagnation, meaning that the patient never functioned at a
sufficient level. Second, relapse, meaning that the patient once functioned at a
better level. Third, no dysfunction. Apart from this global rating, a more
specific rating in six ordinal categories, varying from short relapse to stag-
nation at an insufficient level, was also given. Finally, we compared the infor-
mation on the phase of life in which stagnation or relapse occurred. In the in-
terview with the professional, we asked for a judgment of the pattern of devel-
opment. In the interview with the patient the researcher made this judgment.
Table 10.3 (next page) presents a summary of the results of these analyses.
Some specific case histories will be presented in chapter 13.
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• significance level of p<0.05 with a correlation of <.3O; p<0.01, with a correlation of <0.42, otherwise, p<0.001
First we summarize the data by presenting the item range of the several
correlations in the domains, then we present the global rating, the specific
rating and finally the phase of life. This analysis shows that the item-level
agreement between patients and professionals on past functioning is neither
greater nor less than on current functioning. This confirms the findings in
Chapter 8, i.e. that information on the level of functioning around the onset of
mental health care can be determined quite reliably. When categorized in three
global codes, the agreement on the pattern of development was quite good.
Categorization of the pattern of development into more specific categories
proved to be highly unreliable. The estimation of the phase of life when a first
relapse occurred (question format cf. Hafner, 1985) also correlates very well
when we compare the judgments on the various domains.
70.3.4 agreement - </ij0fe/wtc£.y fofwen anrf
The fourth analysis we did in this respect was a comparison between the
patients who were young at onset with those who were older. We wanted to
know whether differences in what the professionals know about the patients
could be detected. Table 10.4 presents some comparisons on current
functioning. The same analyses were also carried out to compare men and
women, though this comparison yields only minor differences. The results of
these analyses were based on a small sample, and should merely be regarded as
an indication of a response tendency, not as conclusive findings.When we look
at these results, we see some important tendencies. First, there is an important
difference in agreement in the domain of "self-care", the agreement being
much higher on most of the items in the older patients. Sexuality shows the
opposite. Now the agreement on the items "sexual practice" and "sexual
problems" is quite good in the younger group. In the domains of "daily
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Table 10.4 Interjudge agreement between patients and professionals with


















































































* these mean scores are based on the professional's judgment. • significance level of p<0.05, ~ p<0.01, — p<0.01
obligations" and "social activities" we can again see better agreement between
professionals and patients in the older patients.
10.4 Discussion
As we have stated in the introduction of this chapter, various factors have an
effect on interjudge agreement. In this chapter we made an effort to
disentangle the influence of the different factors. In the next part of this
chapter we will discuss the results separately and relate our findings to
comparable research in the field of judgment of social behavior.
70.4.7 /nfer/Wge agreemenr on group /eve/
Concerning the agreement between patients and professionals, the results on
the interjudge agreement have to be interpreted with some caution. At first
sight, the results on current functioning may seem very poor. Many test
psychologists would not at all be impressed by the interjudge agreement
presented in Table 10.1 Only four items yield agreement scores above .50.
Seven items yield non-significant agreement scores, lower than .28. When we
look at comparable studies on judgment of social behavior, we find
comparable correlations to the findings of our study. Funder and Ozer (1983)
have shown how several of the most important well defined behavioral traits
recorded from the literature of experimental social psychology yielded
agreements between .30 and .40. Rosenthal and Rubin (1982) demonstrated
mathematically that a correlation of .40 will lead to a correct dichotomous
decision 70% of the time. Finally, Ozer (1985) claimed that the widespread
practice of squaring correlations is inappropriate in the first place. According
to Ozer's analysis, when two judgments on social behavior are considered to
represent the same views, a correlation between them of .40 means that the
variable accounts for 40%, not 16% of their total variance (also cf. Tryon,
1929). So we may conclude that though the results may seem low at first sight,
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they are quite similar to the results we find in other studies on judgment of
social behavior. *»<?-;•;
70.4.2 7nter/Wge agreement - response fern/endes •'
When the data are analyzed in a global way, for example by determining the
correlation between sum scores on the composite scales of the instrument or
by determination of Kendall's coefficient of concordance between two judges,
the results are quite promising. All correlations prove to be either high or
satisfactory and Kendall's x is over all scales significant to highly significant.
This indicates that the sum score correlates quite well, and that the direction of
the response tendency is also similar.
70.4.3 7nte/7Wge agreemen/ - rerrospecrive in/orourtion
Regarding the retrospective data on item level, we may also conclude that on a
global level the agreement is better than on item level. However, a comparison
of past performance on item level has little clinical relevance. For the
evaluation of the current possibilities, it is interesting to know if the patient
once functioned on a higher level, how long ago and also in which context
deterioration took place. The details of functioning at onset are of less
importance and served in our instrument as a means to stimulate discussion on
the pattern of deterioration, not as information as such. A global judgment on
the phase of life when the first relapse occurred, and on the pattern of
deterioration, is far more relevant. These variables yield promising
correlations. A major conclusion is that when a global judgment is asked, the
agreement is good, but when we look at the details the agreement turns sour.
So, concerning the data we are interested in, the agreement is quite good.
/nferyWge agreement - «/iterminafion o/agreement fry speci/rc
response
The last question we looked at was whether the professional was better
informed of the role performance in a specific selection group, since different
groups present different problems. Knowledge on role performance differed
in all domains except "support". The professional agreed very well with the
patient on the domain of "self-care" in the group of older patients, while this
was not so in the younger patients. This may be due to the fact that the older
patients do not show many problems in this domain, and consensus on the
absence of problems is likely. An interesting point is the fact that the
professionals knew little of the sexuality of the older patients, while they were
well informed on the sexuality of the younger patients. Sexuality does not seem
to be a topic in the care of the older patients in our population. Literature and
current experience in mental health care indicates that it is more important in
the younger patients. In our response group, sexual problems were either
related to development of sexual identity (five respondents), or related to
incestuous experiences (four respondents). The low agreements on the domain
of "daily obligations" in the younger group is an effect of the very small
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degree to which this domain is applicable to young patients. In the older
group, for which the domain is more applicable, we can see that the agreement
is quite good, especially on the first three (objectively observable) items,
respectively "technical ability", "work load" and "planning of work". In the
domain of "social activities", again the professionals know more about the
older patients. When we look at the number of social contacts (also Chapter
12), we shall see that the younger patients in our sample have more contacts,
but predominantly in the sector non-kin, and mostly either acqaintances or
people they know in a specific setting. The older patients have a smaller but
more dense social network, with more "real friends" and more contacts in the
sector kin. Consequently, the information the professional has on older
patients concerns fewer people, but will be more accurate.
70.4.5 Cwrmzr /iterators onywdgmenf o/socia/ fo/iav/or 7 " "! '* ' ] • ' ','*•',
Measurement of social behavior has an implicit uncertainty due to the
subjectivity of the required information. In measurement of social judgment
by informers several confounding factors have to be taken into respect (Bem
& Allen, 1974; Bem & Funder, 1978). First, what does the judge observe?
Second, how is this translated in a judgment, and what is the degree of
subjectivity required in that process? Judgment of behavior is always related
to norms and subjective. Even if a meticulous coding instruction is provided,
and the items crystal clear, the appraisal of the behavior is dependent on the
self-awareness and sensitivity of the judge. A third factor is the degree of
interpretation required for the coding of the different items.
Funder and Dobroth (1987) found that assessment on judgment of behavior is
dependent on the easiness of the trait, reflected by the subjective visibility of
the trait. Epstein (1979) distinguishes two major types of items in behavioral
assessment. First the subjective, in the sense that they are descriptions of inner
states, and second the objective in the sense they can be observed by an
external observer. In social behavior each trait bears a certain degree of
subjectivity and objectivity, whereas only the objective part may be
operationalized. Epstein found a median correlation of self versus others'
judgment of 0.44 on traits reflecting self recorded behavior, which also could
be externally observed, but a median of only 0.27 on traits reflecting inner
states.
This distinction is also relevant for our data. Some items rate directly
observable behavior, as e.g. "neatness on clothing". Others rate behavior
requiring a great deal of interpretation or a large extent of knowledge about
the daily life of the patient. Especially on items in the domains "social
activities" and "daily obligations" many case managers run short on
information. In the domains "support" and "sexuality" many of the items have
to be inferred rather than observed. So when we look at the comparions
presented in the current Chapter, we have relate these to the content of the
information at a case report level. What do we expect that the professionals
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know of a specific behavior in daily life. What should we expect the
professionals to know, for example of the development. To what extent do we
expect the patients to provide accurate information. To which extent can the
information be interpreted. These response and case related factors have an
important effect on the level of detail of the information gathered in the
interview and consequently deminish reliability and validity of the data.
10.5 Summary
With all these restrictions in mind, and against a background of contemporary
research on social judgment the results on interjudge agreement may be
regarded fairly promising. The results show that the correlations presented
here are comparable to results obtained from research in the field of
judgement of social behavior. Most of these findings concern the judgement of
two judges applying well defined and specific and detailed criteria in their
judgement of behavior. In the current study the data concern the judgement of
a researcher using information obtained from patients with the judgement of
the professional. The judgement of the professional is not based on direct
information obtained from patients but on what the professional knows of the
patient. Several uncertainties, both on behalf of the patient and on behalf of
the professional determine the degree of correlation. , ,
Self awareness, social desirability and the research alliance may influence the
accuracy of the data obtained from the patients. The professional, on the other
hand, may be not informed in detail or perhaps may never have discussed a
certain topic. We may expect the professional's knowledge to vary from
patient to patient, the patients differ in respect to diagnosis, vocational status,
dependency on care and presentation of demand, and subsequently the level of
knowledge of the professional may differ with respect to the various domains.
Despite these limitations the correlations are reasonably comparible to
findings in contemporary research. It is especially important to notice the
good correlations with respect to the global pattern of relapse and the phase of
life when the first relapse occured. These results confirm recent notions in
literature, that retrospective information can be be quite reliable when it is
focused on specific behavior at a specific period of time in the past, which is
easy to recollect. Periods of time such as the weeks before first admission to
care or the weeks after a specific important "change point" or "life event".
However, despite these promising findings, for definite conclusions on the
clinical validity, a far much larger sample has to be investigated. Future
investigations will be directed on the development of an instrument which can





The fourth part of this book contains four chapters on several aspects of the
validity of the instrument. Chapter 11 relates the social role performance to
the impact of mental illness in daily life. The Sickness Impact Profile is
introduced as an external criterion. Chapter 12 describes the differences in
role performance between the groups defined in Chapter 7, using simple
descriptive statistics. Chapter 13 contains an extensive description of the
various profiles of the patients we studied at a case report level. It focuses on
the practical value and the clinical validity of the instrument in the daily
practice of mental health care. Chapter 14 investigates the discriminatory
validity. This chapter briefly compares patients with controls matched by age
and social position.
Quick readers may skip Chapter 11 and 12 but shouldn't skip much of the last
two chapters, as these deal more extensively with the practical use of the
instrument and with the implications of what we measure.
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In this chapter we will present some results on the concurrent validity of our
instrument. We used the Dutch version of the Sickness Impact Profile (Luttik
et al., 1985) to determine whether the whole instrument and the domains
within the Social Role Performance and Development Inventory correlates
with related domains measuring comparable traits from a different point of
view. In this study we want to know whether the scores we constructed are
indeed related to the daily functioning of the chronic mentally ill. Is the
measure we constructed sensitive enough to measure differences easily found
in another more differentiated instrument? In the previous chapters, we
discussed the primary analyses on reliability and validity of the instrument.
The present chapter deals initially with the question of what the measure
implies in terms of experienced disability.
11.1 Procedure
77.7.7 77ie wsHe o/concurrent va/iV/iry
Concurrent validity is established by prediction of a measure by an external
criterion (Merrit, 1966). Concurrent validity is one of several kinds of
predictive validity (De Groot, 1975). In the assessment of concurrent validity,
the researchers chose a more extensive and detailed instrument (or a number
of instruments) as an external criterion. The researcher then establishes
whether the measured scores of the instrument under investigation represent
different levels of performance as measured by the external criterion.
Therefore, the external criterion has to be a validated measure of the
phenomenon to be explained. Concurrent validity is established when high
scores on one instrument are related to high scores on another instrument.
Here, the concurrent validity was determined by means of the Spearman rank
order correlation (Spearman, 1910). The Spearman rank order correlation
measures the association between two ordinal scales and investigates whether a
high score on one scale is related to a high score on another scale. An
advantage of the Spearman rank order correlation is that it accepts non-
normal distributions in the scores under investigation. In the comparison, we
used the data obtained from the patients, so the method of investigation was
the same.
77.7.2 Externa/ criterion
To determine the concurrent validity of our instrument we used the Sickness
Impact Profile, a health status measure developed by Bergner (Carter et al,
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1981, Bergner et al., 1976). The Sickness Impact Profile is an extensively
validated instrument which measures the impact of mental or physical
disability on social functioning (De Bruin et al., 1992). The Sickness Impact
Profile was conceived as a behaviorally based measure of health status. It is a
self-report questionnaire, that measures changes in behavior and activities
which, according to the respondent, are related to his health. The patient is
asked to respond only to those statements to which he is sure that they describe
his behavior at the moment of the interview, and which are also related to his
state of health. In other words, it measures the consequences of disease or
disability on daily activities and behavior. The Sickness Impact Profile is
composed of 136 items in 12 categories of activities in daily life. Three of
these categories consititute a physical subscore. Four others consititute a
psychosocial subscore. Concerning the rank order correlation, we may expect
our instruments sumtotal to be inversely related to the psychosocial score on
the Sickness Impact Profile. In Table 11.1 (opposite page), we indicate the
various domains.
We chose to use the Sickness Impact Profile for concurrent validation for two
reasons. The first is that we needed an instrument that can be used for patients
with different diagnoses and that specifically measures distinctions from a
normal baseline. In the Sickness Impact Profile, this distinction from baseline
is made by the patient: he indicates whether a specific behavior is affected by
mental or physical health. The Sickness Impact Profile was furthermore
explicitly developed for use with different groups and kinds of patients. Most
instruments measuring social functioning are very detailed observational
scales specifically related to diagnostic categories. Others do not measure
behavior on an item level, but indicate disabilities on an aggregate level, as for
example the Disability Assessment Scale or its Dutch offspring, the Groningen
Social Disability Schedule (GSB, Wiersma et al., 1988).
The second reason is that there is a lot of experience with this instrument in
different areas of research, and thus validity and reliability are well tested and
described. Results on validity and reliability are positive (Bergner et al., 1981;
Bergner & Gilson, 1981; Pollard et al., 1976; Gilson et al., 1979; Carter et
al., 1976; Deyo et al., 1983; De Bruin et al., 1992). The instrument was also
validated recently in a psychiatric population with severe disorders (Brooks,
1990). An important difference with our instrument which we have to keep in
mind is that the Sickness Impact Profile does not measure actual performance.
It measures effects of the illness experienced in daily life. It relates disabilities
to what the patients themselves experience as effects of their illness. When
they did not show a specific behavior before onset of illness, this remains
unobserved. So, when a patient experiences few changes after the onset of
mental illness, the score may be low despite major handicaps in social role
performance. This also indicates the most important difference between the
two instruments. In the Sickness Impact Profile, a high score indicates many
limitations, whereas a low score indicates few. In our instrument, a high score
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Table 11.1 Composition of The Sickness Impact Profile related to the
domains of social role performance
Domains Dimension*
• . . • . / ' • . '
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Examples of questions in the
Sickness Impact Profile
• • • . - •
• " • " • " ' • • - • • ' • • * - • - ' - ' ' • • • ' • • ' " • - • - V - - — 1
-1 sit during much of the day
-1 sleep less at night for example, wake up too early,
dont fall asleep for a long time, awaken frequently
-1 say how bad and useless I am, for example
that I am a burden for others
- I'm irritated and impatient with myself, for example
talk badly about myself, swear at myself, blame
myself for things that happen
-1 am clumsy in my movements and actions
-1 dress myself, but very slowly
-1 spend most of the time partly dressed or in pyjamas
-1 am not doing any of the regular daily work around
the house that I would usually do
-1 am not doing any of the house-cleaning that I would
lieiiâIK/ f4s^
usually uo
-1 am not doing any of the clothes-washing that I
would usually do
-1 stay away from home only for brief periods of time
-1 stay home most of the time
-1 am going out less to visit people
- I am avoiding social visits from others
-1 stay alone much of the time
-1 do not walk at all
-1 walk more slowly
• I have difficulty reasoning and solving problems, for
example making plans, making decisions, learning
new things
-1 react slowly to things that are said and done
-1 am having trouble writing or typing
-1 have difficulty speaking, for example, get stuck,
stutter, stammer, slur my words
-1 am not working at all
-1 am working at my usual job with some changes, for
example, using different tools or special aids,
trading some tasks with other workers
-1 am going out for entertainment less often
-1 have more inactive pastimes in
place of my usual activities
-1 am eating much less regularly than usual


















*phy= physical domain / psy = psychosocial domain
implies few limitations. Thus we may expect specific dimensions of the
Sickness Impact Profile to be inversely related to specific dimensions of our
instrument. Second, we may expect the variance within the large number of
dimensions of the S.I.P. to be too low, so we will need to aggregate a number
of dimensions before comparing them with the S.R.P.D.I.
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77.7. J Comparàofts ami expectations
Various correlations were computed. Overall scale correlations were
determined by comparing the sum of our instrument with the sum of the
psychosocial dimension, the somatic dimension and with the overall sum of the
S.I.P. The different domains of our instrument were compared with a number
of corresponding categories of the S.I.P. For the purpose of the comparison,
we first aggregated a number of the above domains, which we may expect to
be related to specific domains in our instrument. Se// is an aggregation of
"body care" and "movement", "home management" and "eating".
7nrerperîona/ /unc/ioning is an aggregation of "emotional behavior" and
"alertness social interactions". OMftvara* /uncr/oning is an aggregation of
"social interactions", "mobility", "communication", and "recreation and
pastime". Aggregation was performed using the weighed scores proposed by
Bergner et al. and computing the aggregated totals on a numer of categories
whithin the S.I.P. We performed this kind of aggregation because the scores
on the different sub-domains of the S.I.P. provided too low frequencies to
allow any comparison with other measures. Consequently, we compared the
domain of "self-care" within our own instrument with the categories body
care and movement, home management and eating within the Sickness Impact
Profile. The domain of "support" was related to the sum of the categories
emotional behavior and alertness. The domain of "daily obligations" was
related to the category work. The domain social activities, finally, was related
to the sum of the categories social interactions, mobility, communication, and
recreation and pastime.
11.2 Important questions
The Sickness Impact Profile is developed to measure effects of illness on the
daily life of the mentally and physically ill. A significant correlation between
aspects of "self-care", "support" or social activities with aspects of "self-care",
"support" or social activities represented in the Sickness Impact Profile
provide a confirmation of the validity of the different categories in our
instrument. Observable disabilities may then be proven to be related to
experienced disabilities. Questions related to this issue are:
1. To what extent are the scores in our sample comparable with other research
populations and perhaps normals?
2. Does a high score on an aggregation of categories within the Sickness
Impact Profile correlate with a high score on a comparable domain of
social role performance?
In the presentation of the results, we will first present some results on the
sumscores of the Sickness Impact Profile within our population. Then we will
relate the domains of our instrument to a number of aggregates of the Sickness
Impact Profile.
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77.3.7 FreçHenci'e5 - sens/f/v/fy o///ie Sicitnew 7mpacf Pro/7/e
CONCURRENT VALIDITY
^fr • c.i i aidsï
In Table 11.2 we present some frequencies within our population and compare
these with frequencies in a population of chronic physically ill and a normal
group with and without minor ailments, to illustrate the variability within our
population.
Table 11.2 Frequencies of the SIP, a comparison between
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• significant difference, p<0.001, oneway analysis of variance between normals with complaints and the
chronic (mentally) ill. Work is not presented, as it was not assessed in the Normals or the Rheumatoid
patients.
These results show that the Sickness Impact Profile is sensitive enough to
measure differences in the population we studied. In our sample, disabilities
may be noticed predominately in the domains covering experienced
psychosocial disabilities. The total of experienced disabilities is comparable to
the chronic physically ill *».
77.5.2 ConcHrreHf va/ùfrïy - comparison wiYA //ie Sickness 7/npacf Pro/ï/e
In Table 11.3.we present the results on the comparison between the aggregated
categories in the Sickness Impact Profile and an inverse of the sums on Social
Role Performance. These results show that the experienced disabilities
correlate reasonably well with the related domains of Social Role
Performance, indicating that the scores on Social Role Performance reflect
different levels of social functioning as measured by an instrument developed
24 Courtesy to Ate- Frans de Bruin, dept. of Medical Sociology, Univerisity of Limburg, data: De Bruin et al.,
1992, source: Luttik et al., 1989; De Witte, 1991.
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Table 11.3 The Spearman rank order correlation coefficients between the
aggregated categories of the Sickness Impact Profile and the
Social Role Performance and Development Inventory
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•significant, p< 0.05; -significant, p<0.001, two-tailed, for a sample size of n=40 (Siegel, 1956).
to measure the effect of illness on daily activities. It is also important to notice
that the domain of "daily obligations" is not related to the total score of the
S.I.P., but is indeed related to the category work in the S.I.P.
11.4 Summary
This chapter dealt with a single aspect of validity, concurrent validity.
Concurrent validity is related to the question of whether a measure correlates
well with a valid and thoroughly validated external criterion, the Sickness
Impact Profile. Extensive literature confirms the validity of the external
criterion. Our data confirm that it is a valid instrument sensitive enough to
measure health deviation in our population. The results presented in this
chapter show that the behavior in terms of role performance reported by the
patients reflects their experience of impairments measured by the S.I.P. quite
well. The data presented in the current chapter show a reasonable indication of
concurrent validity of our instrument with the S.I.P. This indicates that the
level of role perfromance is related to the level of experienced impairments in
daily life. It also indicates that the distinction of role performance domains in
our instrument is confirmed by an external criterion, because the different




This chapter deals with the discriminative power of the instrument as a whole.
Does the instrument sufficiently discriminate between different groups? In
short, is it suitable for the purpose we developed it for? Contrary to the
previous chapters we will not only look at the development of Social Role
Performance, but also pay attention to the degree of social integration, as
expressed by the variability of the position roles and the composition of the
social network.
12.1 Procedure
In this chapter our main focus is on the differences between the four
homogeneous groups we selected. A power analysis proved that the four
selection groups we identified in Chapter 7 were too small for the analyses we
wanted to perform in the current chapter. At least twenty cases in each group
are necessary. We solved this problem by performing the analyses on two-by-
two combinations of the selection groups devided into several contrast groups.
For example we compared the men with the women, the young at onset with
the older at onset, the patients with and without a relationship, and finally the
patients with many or fewer experienced discrepancies in the fullfillment of
their position roles. The composition of these contrast groups is related to the
main hypothesis of the thesis we formulated in Chapters 5 and 6: that current
role performance is related to age, sex and marital status at onset of mental
illness. All comparisons were performed on both the professional judgments
and the patient's interviews. The analyses in this chapter are on an aggregate
level. To compute the sums of the various domains, we use the factors we
constructed in Chapter 9 by means of the LISREL analysis. We compared the
groups not only on the social role performance in the four domains "self-
care", "support", "daily obligations" and "social activities", as we did in
former chapters, but also on such variables as the number of social contacts in
the sectors of the social network (Baars, 1991) and the number of position
roles, as these variables are strongly related to social role performance
(Janssen, 1992).
We will compare the different groups using simple descriptive statistics and
univariate comparisons. Two tests were used to evaluate the differences. With
the Student t-test we compared the differences in the mean number of social
contacts in the different sectors of the social network, as well as the number of
status and position roles. The Mann-Whitney U non-parametric statistic was




The results of the above statistics may only be evaluated as indicative in
respect of the discriminative power of the instrument. We may not regard the
outcome of these comparisons as indicative for characteristics of the
population, as the possibility of a type one error becomes very likely in
repetitive comparisons". Due to the small groups, even in the two-by-two
comparison, the risk of a type II error remains significant. A final limitation
concerns the large number of missing values in some of the domains of role
performance, which varied from 5% in the domain of "self-care" to 23% in
the domain of "daily obligations" (also §9.2.1). The univariate comparisons
presented here are performed on reduced data, after exclusion of the missing
values. However, the results can give a good indication of the discriminative
power of the instrument as a whole. ^ , . , , ....• «
The first contrast compares the men with the women. From the findings of the
several pilots (Romme et al., 1987), we may expect women to function on a
higher level in a domain such as "self care" or "support", while the men
perhaps should function on a higher level in the domains "daily obligations"
and "social activities". The women are expected to fulfill fewer social roles,
and have fewer social contacts, as their social context is usually smaller
(Dohrenwerd et al., 1980). The second pair of contrast groups compares the
unmarried patients who had an early onset of mental illness with the married
patients who had a later onset of mental illness. Now we may expect more
differences to arise. In Chapter 7, we saw that the younger group consisted
predominately of patients with either personality or psychotic disorders, who
are known to be socially isolated. The older group consisted predominately of
patients with major depressive disorders, often accompanied by problems at
work or at home. This group was socially less isolated. Consequently, we may
expect the younger group to have somewhat lower scores in the domains "self-
care", "support" and "social activities". . ._
The third comparison is between the patients with and without a current
relationship. Partnership is a major factor in the prevention of dependency on
mental health care. Several studies (Dohrenwerd & Dohrenwerd, 1969; Gove
& Tudor, 1974; Nadelson, 1983) stress the impact of support by an intimate
partner on the prognosis of mental illness. So, we may expect patients with a
relationship to perform better in most domains. The fourth and final
comparison relates the dependent variables in this study, the Social Role
Performance, with the achieved status and position roles. This last comparison
is not only interesting from a scientific point of view, but also provides an
indication of what may be relevant to focus on in the daily practice of
rehabilitation of the chronic mentally ill.
With a p<0.05, and with 20 repetitive analyses, the probability of a type one error may approach 1 ! The
only solution is to set the probability level as low as 0.0025, but this bears a much greater risk of a type
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12.2 Assumptions on outcome and important questions.
In the present chapter we are interested in whether the instrument measures
differences, and whether the differences we expect are confirmed, proving the
instrument to be adequately sensitive. On the level of the role performance
domains we may expect a number of differences. In the interpretation of the
findings we will have to keep the specific characteristics of the sample in
mind, as discussed in Chapters 3 and 7. At this point, we will recapitulate the
findings which may influence the interpretation of the data in this chapter.
p n o/f/ze groups. In the sample, a specific selective bias is caused by
the choice of the four homogeneous groups. In the whole sample, the young
and unmarried at onset are especially overrepresented (n=36, vs. n=20). The
young and unmarried at onset includes most of the schizophrenics, who mostly
have a longer history of mental health care. A/en am/ women. In respect to the
difference between men and women, we know that relatively more men have a
job, but also that many of them are incapacitated or jobless. Many of the
women are housewives. In the sample, many of the men are unmarried, while
the women are often divorced, young versus o/der cnron/cs. In respect to the
differences between the young and unmarried at onset and the older and
married at onset patients we know that the former have many problems in
social adjustment, and that they are more often either jobless or incapacitated,
despite better professional training. The schizophrenics predominate in the
younger group, while the older group more often suffers from depressions,
anxiety or other neurotic disorders. The social inhibitions of schizophrenics
(v.d. Bosch, 1982; Strauss & Carpenter, 1974) will certainly influence this
comparison, fle/afionsn//?. This factor may be expected to have an effect on
social support and to a certain extent on the social activities (Heller et al.,
1983). People with a relationship may be expected to have fewer outward
activities and less variation in their social contacts (Ivan Nye, 1976), perhaps
leading to a lower score in this domain. However, the quality and stability of
their social contacts should be better (again, Nye, 1976). The number of social
contacts and social roles may, however, be less. Discrepancies. In Chapter 4,
we stated that the achieved social position, represented by the status and
position roles an individual fulfills, may be regarded as an outcome of the
development of social role performance throughout the patient's lifetime.
Patients with many discrepancies between what may be expected and what they
have achieved, will also have many limitations in their Social Role
Performance^. We may expect the groups with many discrepancies to score
lower in all domains of Social Role Performance. How the number of
discrepancies is related to the number of social roles is something we can not
conclude from these data. Fulfillment of more roles may provide due to
increased probability a larger number of discrepancies. On the other hand,
The patients were placed in the groups according to a qualitative analysis of the case reports. For
example, when a patient experienced many problems in living up to the expectations of the direct
environment, and had few status and position roles, the patient was labeled as a low performer.
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patients with no social roles may also show major discrepancies in relation to
what may be expected.
1 2 . 3 R e s u l t s •-..,: ..,.-;,; , . : .U. ' - M ; :: . - j ••'- ,•;. • / . . r - v - : . : .
72.3.7 D/J5^r^«c« in f/ie pro/<?55jona/yi«/gmenf rt ; . ; . ; ; ! r;; •'.
In Table 12.1 we present the mean scores and the results on the univariate
tests on the differences between groups as provided by the professionals.
When we look at the different groups, we have to keep in mind that most of
the older patients currently have a relationship. Most of the discrepancies
between current status and expected status are found in the patients with an
early age of onset, though some outliers are found in the group with an older
age of onset.
Table 12.1. Univariate comparisons between groups with the data of the
judgment of the professionals
groups
pradf'cfors




























































































* sijrificert dfffferce, p<0.05 " sigificart dflererc^ p<0.01
Afen a«<7 women. When we look at the differences in the role domains, we see
that the differences between men and women are negligible. The expected
differences in respect to the domains "support" and "daily obligations" are not
significant. With respect to social integration, the women indeed show less
non-kin contacts and fulfill fewer social roles. .Age ctf o/iser. The expected
differences between the younger and the older patients are not confirmed in
the results. The slight difference in the domain of support in favor of the
young patients is especially important to notice since it opposes our hypothesis
and is contrary to our clinical appraisal of this group. The older have less
contacts in the non-kin sector, but more in the kin sector.
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a ri/afions/tip. This comparison shows significant results with respect
to most sectors of the social network, the social roles and also most of the
domains of role performance. The differences between the groups are greater
than the differences we found in the previous two contrasts. Consequently, the
current social position may be a more powerful discriminator of role
performance than age or social position at onset of mental health care.
Discrepancies. The most powerful differences are found between the patients
with many and those with few discrepancies between the expected and the
fulfilled social roles. The patients with many discrepancies show a
significantly lower performance in all domains. The finding that they fulfill
more roles may be interpreted as an effect of increased opportunity, because
having more roles leads to having more opportunity to experience
discrepancies. v , ,
72.i.2 Dt/Jferences m îne m/ormaf/on
In Table 12.2 we show these univariate comparisons, using the patient's data.
When we look at the simple figures, we should keep in mind that the number
of social roles and social contacts reported by the patients are more than the
professionals report. The scores of the patients on role performance are
almost always lower than the professional judgments.
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• significant difference, p<0.05 ~ significant difference, p<0.01
When we look at the last two comparisons (the third and fourth part of Table
12.2), we see that the differences are fairly concurrent with the differences
provided by the professionals. An important feature, however, is that the
direction of the difference in the domain of "daily obligations" in the first two
comparisons is exactly opposite to the direction of the differences found in the
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material provided by the professionals. We may expect this difference, when
we compare these data with the results we presented in Table 10.1. There we
saw that professionals virtually disagreed with patients on several items in this
domain. Also, their scores are far more positive than the scores obtained from
the patients. An investigation of the comments on the questionnaires revealed
that quite often the professionals were not fully informed on the details of this
domain. Summarizing, the univariate comparisons show that the most
important differences are found between the patients with and without a
current relationship and between patients with many and with few
discrepancies in their social roles. Most of the differences can be seen in the
domains of "social activities" and "daily obligations". The results show that
most of the expected differences are indeed confirmed, though sometimes only
with ap<0.05. - ,
12.4 Summary s> ,
In this chapter we presented some analyses used to determine the
discriminative value of the instrument. We determined the differences on a
univariate level with the factors we determined by means of the LISREL
confirmatory factor analysis in Chapter 9. We first wanted to know whether
the instrument discriminated between the groups we defined a priori and also
described in Chapter 7. These groups were the men and women who were
unmarried and under 30 years of age at onset (of mental health care) and the
men and women who were married and over 30 years of age at onset.
Secondly, we compared patients with or without a current relationship,
because we expected the current social position to be a major indicator of
social role performance. The final comparison was made between patients
with either many or few discrepancies between expected and fulfilled social
roles. The analysis at a univariate level provided a number of significant
differences, of which many had a probability level of 0.001. The most
important finding is that the a priori selection (age and marital status at onset
of mental health care) showed only few significant differences, far less than
we expected. No major differences between men and women were detected.
The comparison between patients with and without a relationship provided
conflicting results when comparing the professional judgments with the
information obtained from the patients. The comparison between patients
with many and few discrepancies in the fulfillment of their position roles
provided the most powerful differences, of which a majority had a probability
level of 0.001.
The final conclusion of this chapter is that the instrument does discriminate to
a certain extent between different groups, but that further research with a
much larger number of patients is necessary to ascertain which aspects of
social role performance may be good predictors for the achievement of a
position in society. The current sample is far too small to perform more
sophisticated multivariate analyses on the discriminative power, such as
discriminant analysis. We would need a minimum of 125 subjects.
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Clinical validity: the case reports,
the feedback and the data
The instrument we developed is meant to be used as an aid in the rehabilitation
of the chronic mentally ill. In the Chapters 2 and 4 an extensive description of
the goals of the instrument is given. This chapter deals with the first efforts to
implement the case findings of the instrument in care". ,- ' - /• .•>•;•<
1 3 . 1 Q u e s t i o n s r e l a t e d t o c l i n i c a l v a l i d i t y - , ' . : u - ••'•>' ; •; - u*q
During the course of the research an effort was made to give feedback of the
findings of the individual interviews. To obtain the cooperation of the mental
health professionals and to provide them with useful information it was
standard procedure to report the qualitative findings of the research interviews
in detailed case reports. In the case report, a short description of the status and
position roles was followed by a description of current role performance and
related to the developmental history of role performance in the various
domains. In this chapter we will describe what kind of descriptive information
is gathered with the instrument and how this information is related to the data.
We are interested in the clinical validity at of face value, and will address the
following questions:
1. Are obvious observable differences reflected by clear distinctions in the
data provided by the instrument?
2. Is the instrument sensitive to change? ;
3. Which parts of the instrument provide the most sensitive information?
Nine case reports covering the various groups of the main study will be used
to illustrate the distinctions that can be made with this instrument with regard
to the analysis of social integration and rehabilitation. To illustrate how these
distinctions affect the data, we also present a short casewise overview of the
scores generated by these cases. The case reports demonstrate that there exist
quite a few differentiations within the group of chronic mentally ill. This
might raise the question as to how we can apply the gathered information in
therapeutic interventions. To answer this question is beyond the scope of the
current study. Therefore, we will not comment on the therapeutic process and
the degree to which analysis of social role fulfillment and gaining a social
position may be applied in therapy and rehabilitation. An experimental
research design (applied in a follow-up study) is necessary to answer such
questions.
For an example of a case report in Dutch, turn to Appendix no IV.
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13.2 Role performance and achievement of position roles "* AlT.y
Role performance may be regarded as one of the most important determinants
of interpersonal relationships effectively determining the composition of the
personal network (Janssen, 1992). Through his role performance, the
individual manipulates his network of social relationships. By initiating a new
role, the individual may establish several new relationships; by ending a role
he may free himself of old roles (Boissevian & Mitchell, 1973). When a
person suffers a (mental) health deviation he will be no longer able to live up
to role expectations. Deviation from the norm leads to labeling and
stigmatization and finally social rejection (Philipsen, 1970), while social
rejection leads to deviation of the norm and mental health problems (Nijhof,
1978). Chronic deviation induces changes in the dependency balance between
the patient and his environment: roles are reallocated or lost. The visibility,
the severity, but especially the duration of the deviation determine the impact
on role performance. When a health deviation is not disabling, or has no
visible effects, the individual is regarded by his environment as normal and
remains capable of fulfilling his roles and the relationships with other people
are not necessarily affected. When the deviation is important enough to impair
various aspects of the individual's social mobility and affluence, the roles
involving specific expectations may be gradually affected or lost. Through the
loss of opportunity, the individual may lose contact with a part of his social
environment. As the proverb says: out of sight, out of mind.
13.3 Topics of interest in the feedback
In the evaluation of the process of social role development, we will have to
keep these circular relationships in mind. In the case reports, we therefore
presented a short comment on current and past social role performance, the
variability of the position roles, and the main characteristics of the social
network. When we want to set objectives for rehabilitative efforts on the basis
of assessment of social functioning, we have to know more than the factual
information about the impairment. We will have to know more about the
possibilities which the context provides for the individual. We will therefore
have to relate the assessment of the individual to the judgment of people in the
environment, either professionals or next of kin. In understanding the
development of the individual's social position we are interested in the
following three topics:
1. the social position related to the variability of position roles - both now and
at the onset of mental illness;
2. the development of social role performance;
3. and finally, the number and variability of the current social contacts.
In the presentation of the case reports we will briefly comment on this point.
The case reports provide a short overview of current and past social role
performance, with some remarks and conclusions on important impairments of
social role performance on an individual level. These are related to the social
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position at the moment of the interview as well as at the onset of illness, which
creates the possibility of discussing the influence of the therapy on the social
position. However, as our research has no experimental design, we will
address this tentatively, and not in detail. 7; ,>i,<w -<
A total of 104 case reports were compiled in the various phases of the
research. In this Chapter, we will present only the case reports compiled
during the main study. In the main study we selected four homogeneous
groups (Chapter 7, p. 91). We will present these four groups separately. We
interviewed not only the professional but also the patient, and were able to
relate information obtained from both sources. The report was discussed with
patient and professional, either together or independently, to ascertain the
accuracy of the information. In the feedback sessions, we also obtained a rough
overview of the course of the mental illness. In this way we obtained
information from a total of 45 out of 56 patients in the main study. In most of
these cases we had the opportunity of performing a follow-up interview. In
eleven cases, feedback and follow-up assessment was not possible, due to
several practical obstructions. This is typical for research in a health care
setting.
13.4 Operationalization and data, a recapitulation
The first part of the interview schedule investigates current status and position
roles. We ask the patients what they do in relation to other people and in which
settings they operate. A position role represents the placement of the individual
within a social substructure. An individual generally performs within a limited
number of settings or social contexts; for example, within the family, in
relationships with a specific number of close friends, at work, and perhaps in a
number of social clubs. Consequently, we may identify the following types of
position roles:
a. position roles related to the close and extended family;
b. position roles related to close friends and acquaintances;
c. position roles related to work;
d. position roles related to leisure or social clubs.
Secondly, information is gathered on the status and position roles at onset of
care. Thirdly, we investigate the social network. We ask how many people that
patient had seen in the last month, who they were, and what kind of social
contact it was. Those contacts labeled by the patient as important and
meaningful were counted as social contacts (inventory cf. Janssen, 1992). We
relate the contacts to the sectors of the social network, as defined by Janssen,
1992. She identifies three sectors: the kin sector, and the informal and formal
non-kin sectors.
The second part of the schedule investigates the development of social role
performance in the five domains defined previously: "self-care", "support",
"sexuality", "daily obligations" and "social activities". Each domain contains a
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number of scalable items, representing a level of functioning, except the
domain of sexuality, in which the items are nominal. The total score on the
schedule is calculated by addition of the scale scores in the domains "self-
care", "support", "daily obligations" and "social activities". In the schedule,
current role performance in each area is always related to performance before
onset of illness. If problems are met in current functioning, further questions
are posed in order to gain information on the comparison with onset and, in a
broader sense, on the development of the defined area of social role
performance. Concerning development, different patterns are assumed in the
schedule. We differentiated:
1. a normal development if no problems were met in current functioning;
2. a stagnation in development when there has always been an insufficient
level of functioning;
3. a relapse when insufficiency was developed later in life.
In the patient's version of the interview, the questions are posed in an open
format, facilitating a dialogue on the content of the performance. Trained
interviewers and a detailed response instruction were applied to ensure
reliability. In the professional's version of the interview, the professional
provided the rating in discussion with the interviewer.
In the following, we first present the case reports, accompanied by some short
comments and observations, in the same manner as we presented our findings
in the feedback sessions. Then we discuss the data on current role
performance, position roles and social contacts generated by these cases. The
cases presented here are typical examples of patients in the various selection
groups. We avoided selecting the most severe outliers.
13.5 Case reports
75.5.7 77ie yow/ig a/u/ H««wm«<i men af onsef
The first and largest group in the sample is the group of unmarried young men
at onset (n=19). When we look at the course of lifetime Social Role
Performance, we may distinguish three typical patterns. The first concerns
patients with limited social integration at onset of mental health care, who have
not improved since. The second present a limited social integration at onset but
show some improvement. The third were reasonably integrated before onset of
care, but show a gradual deterioration with an increasing dependency on care
afterwards.
Paf/enf f Cease number f|-
L/m/fed af onsef and subsequent sfagnaf/on.
77)e case concerns a 39 year o/d man from an efhn/c m/nor/fy. He fo//ows
occupatona/ fherapy af fhe day serv/ce of a menfa/ nosp/Ya/. H/s d/apnos/s on
ax/s one /s an afyp/ca/ psyenos/s, /n re/n/ss/on s/hce 4 years and on ax/s ftvo a
m «red persona/Zfy d/sorder, vv/Yn pass/Ve-ao,o.ress/Ve and dependent fra/fs.
Onsef of menfa/ nea/fn care was a/ age 79. H/s soc/a/ pos/f/on af fnaf f/me was
ve/y /so/afed. He on/y fu/W/ed /wo ro/es: /ne ro/e o/ son and fne rote o/ bro/ner.
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/n bofh ro/es he depended very neaw/y on h/s /iam//y. df fhaf //me ne had never
had a partner. Later, he f/n/shed schoo/. Ever s/nce, he has nof succeeded ;n
/ceep/ng a yob. Currenf/y, he has me sfafus ro/e or a ch/7d, accompan/ed by on/y
fhree pos/f/on ro/es. He funcf/ons /n a protected wor/c seff/ng, as a techn/ca/
ass/sfanf. /n fh/s seff/ng he has to dea/ w/fh a super/or and vv/Yh fhree ofher
co//eagues. Second, he fu//f/7/s me ro/e of son and brofher ;n h/s re/af/onsh/p
w/fh h/s A7n. Bofh ro/es are accompan/ed by a number of" d/Wcu/f/es, pr/mar//y
because h/s mofher /s too o/d to meef h/s demand for support. >4 procedure for
adm/ss/on to a protected hous/ng seff/ng was more man fhree years underway
w/m //ff/e success, as he was very re/ucfanf to /eave home. -
When we /oo/c af h/s soc/a/ ro/e perfomiance, we can see /n fhaf, /n me doma/n
of se/f-care, on/y h/s persona/ hyg/ene /s suff/c/enf. For a// ofher funcf/ons /n me
doma/n of se/f care he /s enf/re/y dependent on h/s momer or on prov/s/ons from
me menfa/ hosp/fa/. flegard/ng h/s deve/opmenf he d/sp/ayed a severe re/apse
af fhe age of 20, when he was fofa//y scruffy and had no da//y sfrucfure
whafsoever. W/'fh regard to fhe doma/h of support, we can see fhaf he a/mosf
never prov/des any pracf/ca/ support for ofhers /n h/s env/ronmenf. He shows no
persona/ bond/ng or apprec/af/on for fhe support ofhers g/ve to h/'m, and has no
prob/em-so/v/ng capac/fy. He regu/ar/y has conf//cfs w/fh ofhers, buf a/ways
reacfs iv/fh avo/dance behav/or. /n fh/s doma/n, h/s behav/or has on/y s//ghf/y
changed s/nce fhe onsef of h/s menfa/ /7/ness. lV/fh regard to fhe fh/rd doma/n,
sexua//fy, he never deve/oped an /denf/fy, nor d/of he succeed /n esfab//sh/ng a
re/af/onsh/p. /n fhe fourth doma/n, da/7y ob//gaf/ons, he sfagnafed before
f/n/sh/ng primary educaf/ona/ fra/n/ng. H/s currenf vocaf/ona/ seff/ng ;'s enf/re/y
prov/ded by fhe Menfa/ Hosp/fa/, and h/s part/c/paf/'on ;'s re/ucfanf. H/s soc/a/
acf/v/f/es, f/na//y, are predom/nate/y dependenf on fhe prov/s/ons of fhe menfa/
hosp/fa/. H/s soc/a/ nefwor/f ;s //m/fed to h/s fam/7y; he has no hobb/es nor does
he show any /n/f/af/ve ofher fhan an obsess/on for p/nba// and gamb//ng
mach/nes. /n fhe doma/n of soc/a/ acf/v/f/es we a/so observe an ear/y sfagnaf/on,
as an effecf of hosp/fa//zaf/on and /nsf/fuf/ona//zaf/on.
/n fhe fo//ow-up /nferv/ew one year /ater, fhe adm/ss/on of fhe paf/enf to fhe
protected hous/ng arrangemenf had resu/fed /n mayor prob/ems /n var/ous
doma/ns of soc/a/ ro/e performance. H/s se/f-care had deteriorated, he
parf/c/pated /ess /n fhe protected wor/c seff/ng of fhe menfa/ hosp/fa/. The
confacfs w/fh h/s fam/7y were sparse and he confacfed fhe oufpaf/'enf serv/ce
freguenf/y, w/fh prob/ems mosf/y re/ated to d/ff/cu/f/es /n adyusf/ng w/fh/n fhe
hous/ng proy'ecf, and w/fh d/ffîcu/f/es /n fhe re/af/onsh/p w/'fh h/s superiors and
menfa/ hea/fh care profess/'ona/s. /n comparison w/fh fhe f/rsf assessmenf he
was /ess dependenf, buf more /so/afed. The assessmenf ;n fh/s spec/f/c case
was /mpeded by fhe paf/enf's tendency to over-comp/y and prowde soc/a/
des/rab/e answers, /ead/'ng to numerous amb/gu/f/es and confrad/cf/ons /n fhe
comparison w/fh fhe /nformaf/on obfa/ned from fhe profess/ona/.
Paf/enf 2 (case number 5j
L/m/'ted af onsef and subsequenf/mprovemenf
The case concerns a 35 year o/d man //V/ng w/fh a fe//ow paf/enf he sfarted a
re/af/onsh/p w/fh wh/7e bofh were //V/ng /n a hosfe/. Onsef of care was af fhe age
of 78, wh/7e serv/ng /n fhe army, ^f fhaf f/me he was d/'agnosed w/fh a
convers/bn hysteria, resu/f/ng /n severe pa/ris and /nferm/ftenf musc/e pareses.
He was psychof/c and showed af f/mes cafafon/c sfupor. From fhaf f/me on, he
was adm/ffed severa/ f/mes to var/ous /nsf/fuf/ons /n connecf/on w/fh recurrenf
re/apses of fhe psychos/s. ,4f age 30 he was referred to a hosfe/, where he mef
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h/s currenf partner, w/fh whom ne had snared an apartmenf for 6 years.
Currenf/y, be has no ax/s one d/agnos/s, apart from psycbos/s ;n rem/ss/on, for
wb/cb be sf/7/ rece/ves med/caf/on. On ax/s fwo ne was d/agnosed as suffering
from a severe/y dependent personaAfy d/sorder, w/fb aspects of fbeafr/ca/
oertawor.
^f onsef of care be on/y nad fbree pos/f/on ro/es: fbe ro/e of son, me ro/e of
brofber and me ro/e of so/d/er. He bad no friends, no partner, nor d/d be
part/c/pafe /n any fr/nd of soc/a/ //fe. He nad nof grown beyond me sfafus of an
ado/escenf. He had part/y f/n/shed schoo/, and was /oo/c/ng for ac/cnow/edgmenf
and accepfaf/'on by peers, /n wh/ch he d/d nof succeed. >4f fbe momenf of fhe
/nferv/ew he /s A'v/ng w/fb h/s g/r/friend, and has a vo/unfeery'ob as bar/ceeper.
He has me sfafus ro/e of a fu//y /nfegrafed adu/f, //V/ng w/fh a partner. He has
peop/e he ca//s h/s friends, and fu/f/7/s a number of pos/f/on ro/es. /n fwo pos/f/on
ro/es he encounfers some prob/ems: /n fhe ro/e of brofber, and /n fhe ro/e of
emp/oyee. /n fhe f/rsf ro/e because he sf/7/ meefs //We respecf ;n h/s fam//y, as
fhe ofhers a// have successfu/ careers, /n fhe second ro/e he never succeeded
/n acb/ev/ng fu// /nfegraf/on /n a norma/ vocaf/ona/ seff/ng. When rea/ demands
were sef he gu/c/c/y sfarted to deve/op menfa/ andphys/ca/ comp/a/nfs.
IV/fh regard to soc/a/ ro/e performance, fhere are no /'mpa/rmenfs /n fhe doma/ns
of se/f-care and sexua//fy. /n fhe doma/n of support we may observe a fendency
fo overprofecf h/s g/r/friend. 7h/s offen /eads to conf//cfs wh/ch he on/y part/y
succeeds /n so/v/ng. /n h/s da//y ob//gaf/ons he experiences few prob/ems;
however, when he has fo dea/ w/fh too many new /mpress/ons, he may
decompensafe Qu/cWy. H/s soc/a/ acf/v/f/es are few and he /s predom/nafe/y
occup/'ed w/fh h/s g/r/friend. He may /nc/denfa//y v/s/f h/s fam/7y, buf se/dom
enferfa/ns v/s/fors. H/s soc/a/ nefwonV /s //m/fed fo h/s g/r/friend, h/s fam/7y and
some acQua/nfances. Mosf confacfs are superf/c/a/.
/tt a fo//ow-up one year /afer, we observed fhe same soc/a/ pos/f/on and /eve/ of
ro/e performance. The on/y reason for profess/ona/ he/p - //m/fee/ fo once /n fwo
monfhs - was for confro/ of med/caf/on and some support ;n caring for h/s
g/r/friend. m fh/s case fhe assessmenf was /mpa/red by a re/ucfance fo prov/de
/nformaf/on, wh/ch he fe/f as an unnecessary pry/ng ;nto h/s pasf. The
/nferv/ewer consfanf/y had fo conv/nce fhe paf/enf of fhe reasons and
/mp//caf/ons of fhe various quesf/ons. The assessmenf of fhe pasf consequenf/y
showed s/gn/f/canf /naccurac/es and a number of d/'fferences w/fh fhe more
facfua/ /nfonnaf/on prov/'ded by fhe profess/ona/.
Paf/enf 3 ('case number 7j
Gradua/ deferioraf/on
777e case concerns a 27 year o/d man AV/ng w/fh h/s s/ng/e mofher and a fw/n
brofher. H/s f/rsf confacf w/fh menfa/ hea/fh care was af age 77. H/s comp/a/nfs
were: sfress-re/afed stomach ache and fransp/'raf/on, exfreme shyness and
fee/Zngs of /'ncompefence, concenfraf/'on def/c/'f, and Am/fed /earn/ng ab/7/f/es.
He fhen came /'nto a carrouse/ of referra/s w/fh/n fhe Commun/fy /v/enfa/ Hea/fh
Cenfer. Confacfs w/fh profess/ona/s were d/sconf/nuous and short-AVed. The
f/rsf profess/ona/ he mef adv/sed fam/Vy counseAng, fhe second group fherapy,
fhe fb/rd senf h/'m fo yob counseA'ng and fhe fourth prov/'ded /nd/v/dua/
psychofherapy, focused on h/s soc/a/ phob/a. The profess/ona/ who dea/f w/fh




Wften we mef frte paf/enf he was d/agnosed as suffer/ng from a depress/on
d/sorder on ax/s one, and was suspecf for a scb/zofhym/c personally d/sorder
on ax/s 2. He rece/Ved fh/s /abe/ after be/ng fhree years /n care w/fb //We
change /n b/s comp/a/nfs or /n fne way he spenf h/s day, wb/cb usua//y
cons/sfed oA fbree hours ;n a fffness center and fhe resf o/ fbe day af home,
do/ng mosf/y nofb/ng and atva/f/no. fhe momenf unW h/s mofber, brofber or
g/r/fr/end fumed up. He has fhe sfafus ro/e 0/ an ado/escenf fry/ng fo ma/nfa/n
h/s acb/evemenfs, desp/fe a grow/ng /so/af/on. He a/so has few pos/f/bn ro/es,
wh/ch are //m/fed fo h/s fam//y. He fu/AY/s no oufer-d/recfed pos/f/on ro/es. ,4s an
effecf of fh/s he has no soc/a/ confacfs oufs/de fhe fam/7y.
^f onsef of care h/s comp/a/nfs were genera//y fhe same: he fe/f depressed,
anx/ous, /nsecure. He was se/f-cenfered, and he made no effort fo upbo/d h/s
soc/a/ confacfs. /n fhe monfhs after onsef of care he /osf a greaf dea/ of cred/f /n
h/s exfended soc/a/ nefworfc. He had yusf /osf pos/f/on ro/es as sfudenf, c/ub
member, friend and acc7ua/hfance, and conseguenf/y, h/s soc/a/ nefwor/r and
soc/a/ mob/7/fy decreased. M/hen we /00/c af h/s soc/a/ ro/e performance we see
fhe same paffem of gradi/a/ defer/braf/on. When we /00/r af se/f-care we observe
fhaf on/y h/s persona/ hyg/ene and care for h/s persona/ env/ronmenf are
performed we//. Da/7y and /ong-ferm p/ann/ng are unsfrucfured, as /s h/s /nfa/ce
of da//y mea/s. /n fhe doma/n of support h/s behaw'or /s fhaf of a pass/Ve
rec/p/enf. IVhen we too/f af whaf he does ;n fhe doma/n of support, fhe mosf
/mportanf feafure ;s h/s dependency. He has no /n/f/af/Ve, he shows no pracf/ca/
support, /s often fhe cause of prob/ems and conf//cfs /n fhe confexf of h/s fam//y.
Concern/ng h/s sexua//fy, h/s re/af/onsh/p w/fh h/s g/r/friend ;s a/so characfer/>ed
by dependency.
/n fhe doma/n of da//y ob//gaf/ons he has a h/sfory of consfanf fa/7ure, re/nforc/ng
h/s /hsecur/fy and concenfraf/on def/c/f. /n fhe doma/n of soc/a/ acf/V/f/es, f/na//y,
we observe an //npover/sh/ng soc/a/ nefwor/f; fhe on/y confacfs are w/fh h/s
brofher, h/s g/r/fr/end and h/s mofher. He fa/ces no /n/f/'af/Ve n/mse/f, and /s
genera//y /nert and bored.
From a fo//ow-up one year /afer we teamed fhaf fhe /nfe/v/ewee had suffered an
/ncreas/ng/y severe depress/on accompan/ed by characfer/sf/cs of a
sch/'zofhym/c persona//fy d/sorder. ^dm/ss/on fo a menfa/ hosp/fa/ became
/newfab/e, as fhe burden on fhe fam//y had /ncreased excess/Ve/y. Some f/me
before acf/n/ss/bn, fhe re/af/bnsh/p w/fh fhe g/r/fr/end a/so ended, enforc/ng fhe
/so/af/on. He /s now rec/ewng day freafmenf and med/caf/on fherapy. /n fh/s
case fhe assessmenf was fa/r/y accurate and showed few d/fferences w/fh fhe
/nformaf/on obfa/ned from fhe profess/ona/.
In Table 13.1 we present the data generated by these cases. The scores in the
domains of social role performance and social role development presented
here may be checked by combining the information presented in the case
reports with the manual of the instrument (Appendix no. III). We present these
data to illustrate how the case level observations presented above are reflected
by the scores or the data at various points in the instrument. We present the
number of position roles and social contacts, following the categorization
presented in § 13.4. The follow-up data of most of the patients are also
presented, as an indication of the sensitivity of the instrument. The first case
presented a patient who did not develop further than the status role of a child.
In this case we may observe that the several shortcomings observed in the case
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Table 13.1 Differentiation of social role performance, social contacts and
position roles in the young unmarried men at onset
flo/e performa/jco
ss/fcare "••• •
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report are also reflected in the data. At the first measurement, his role
performance is low in the domains "support" and "social activities". In the
second assessment, after the patient had been placed in a protected living
environment, we observe a massive decline at various points. Now, his role
performance is low in all domains. As we observed in the report, he lost the
structuring position roles related to his daily obligations. In the social network,
however, we observe the loss of only one contact. The second case illustrates a
man who stabilized into a satisfactory, though fragile equilibrium with his
personal environment. In this case we observe a score comparable to the means
measured in the control population study (presented in the next chapter). Most
of the problems in this case lie in the past. Once the equilibrium was
established by finding a goal in the support of his girlfriend, the patient started
to develop initiative in daily life and an incentive to do something useful.
Current contacts with care are focused on dealing with supporting his
girlfriend. The third case illustrates a major loss of position roles and an
impressive decline in role performance. In this case we observe a severe
relapse between the first and the second interview. A decline may be observed
in his role performance, in the variability of the position roles as well as in the
variability of the social network and is reflected by major changes in the data.
75.5.2 77ie young and unmarried women af onsef
The second largest group concerns the unmarried young women at onset
(n=16). In this group we may observe a wide variation in the development of
social role performance and social context. Some cases remain severely
isolated or dependent on their family. Others develop, sometimes after a very
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long period of recurrent relapse of severe psychiatric disorders, a fairly
normal and supportive social network together with a satisfactory social
position. Some even marry. By and large, the extent of social isolation seems
to be less than in the young males we encountered in the study. We will
elaborate on two cases, one which developed a satisfactory social position
despite a grim history of years in mental institutions, the second which
remained isolated.
Paf/'enf 4 (case number 24,)
Saf/sfactory recuperation
The case concerns a 30 year o/d woman, who has /nterm/ffenf/y been ;n care
from age 75. /W age 24 she wasadm/ffed to a mente/ hosp/fa/ for more fhan a
year after suffering an /nferm/ffenf psychos/s for severa/ monfhs accompan/ed
by severe se/f-neg/ecf. .After d/scharge she rece/ved aftercare af fhe oufpaf/enf
serv/ce. Severa/ readm/ss/bns occurred /n fhe years Thereafter. The aftercare
was a/so d/sconf/nuous and prov/ded by severa/ profess/ona/s who gave her as
many d/fferenf d/agnoses, rang/ng from sch/zophren/c d/sorder, sch/zofhym/c
persona//'fy d/sorder, dependent fheafrica/ persona/rty d/sorder, to border//ne
persona/rfy d/sorder. /W fhe momenf o^ fhe f/rsf /nferv/ew her mosf /mportanf
concern was to esfab/Zsh a re/af/onsh/p. She woriced for some hours as a mus/c
feacher, and fo//owed courses af a mus/c academy. She fu/f/7/ed af fbaf momenf
a saf/sfactory number of sfafus and pos/f/on ro/es, buf mosf were yef unsfab/e
and sub/ecf to change. Espec/a//y fhe ro/es /n wh/ch she had to show some
respons/b/7/fy were /mpa/red and d/sconf/nuous.
When we too/c af fhe deve/opmenf of her soc/a/ ro/e performance we observe
aga/n a greaf dea/ of /nsfab/7/fy. Periods of saf/sfactory or good performance are
/nferrupfed or fo//owed by periods of severe re/apse. Her currenf se/f-care /s
saf/sfactory. Her persona/ hyg/ene ;'s good and she fafces good care of her
persona/ env/ronmenf. The p/ann/ng of her mea/s and fhe organ/zaf/on of her
da//y //re bofh /n fhe shorf and tong ferm ;s /ess good, /n fhe period before
adm/ss/on her se/f-neg/ecf was very severe, and /f foo/c some years of oufpaf/enf
care to reach an accepfab/e /eve/ of funcf/on/ng /n fh/s doma/n. /n fhe doma/n of
support fhe /eve/ of funcf/on/ng /s d/Wcu/f. to ascerta/n, as fhe profess/ona/ and
fhe paf/enf show a /arge/y d/fferenf v/ew. /f ;s c/ear fhaf she has very few peop/e
w/fh whom she shares conf/dences. /n her own percepf/on she has some
peop/e w/fh whom she shares a c/ose persona/ re/af/onsb/p. .After some /nqu/ry
we /earn fhaf she on/y re/ucfanf/y shows her own fee//ngs /n a re/af/onsh/p, as
she /s preoccup/ed w/fh her own fhoughfs. She /s nof capab/e of cop/ng w/fh
prob/ems ofhers presenf to her, and conf//cfs w/fh ofhers are a/ways avo/ded or
posfponed. However, /n her own percepf/on she has a saf/sfacfory number of
good and supporf/ve re/af/onsh/ps. The doma/n of sexua//fy proved fhe mosf
d/ff/cu/f to ascerfa/n, and sub/ecf to fee//ngs of uncerfa/nfy and gu/7f, as she had
to dea/ w/fh severe fraumas /n fhe pasf. 7?7e doma/n a/so proved to be her mosf
/mporfanf preoccupaf/on and fhe main subyecf of fherapy. Concern/ng her
deve/opmenf /n fh/s doma/n she /s very rec/us/ve and sf/c/cs to here and now.
She re/ecfs any further /nvesf/gaf/on. Concern/ng her da/7y ob//gaf/ons we may
observe fhe same /ac/c of consequenf p/ann/ng /n fhe same way as /n her se/f-
care. She spends up to fwenfy hours a wee/c w/fh mus/c, fo//ow/ng and g/v/ng
tessons, and as an accompan/sf of a church cho/r. Desp/fe her d/sorgan/zaf/on,
she does have a fu// agenda of appo/nfmenfs. However, a certa/n number of
fhese are often cance/ed. /n her da/7y ob//gaf/ons her ma/n prob/em /s dea//ng
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w/fh peop/e. Due to her uncerta/nfy srte has to dea/ tv/Yn reacf/ons of ofhers to
Aier own bertawor, she has d/sfurbances ;n her concenfraf/on and dea/s bad/y
tv/ïh prob/ems and conf//cfs. /n fhe doma/n 0/ soc/a/ acf/V/f/es we aga/n observe
a comb/naf/on of many /ncons/sfenf acf/V/f/es and soc/a/ confacfs. /n her soc/a/
nef.wor/c she /c/enf/y/es as many as 39 acq.ua/nfances by name, buf on/y fwo rea/
fr/ends. ^ greaf dea/ of her free f/me /s spenf a/one. The confacfs w/fh fhe c/ose
fr/ends proved a/so to be /nc/denfa/. Summar/z/ng, we may observe a number of
dysfuncf/ons /n fhe various doma/ns of soc/a/ funcf/on/ng, buf whaf /n her own
percepf/on /s saf/sfactory soc/a/ /nfegraf/on, a/so expressed /n fhe number and
variab/7/fy of soc/a/ ro/es and soc/a/ confacfs.
^ fo//ow-up /nfe/v/ew one year /afer revea/ed she had deve/oped a saf/sfactory
re/af/onsh/p w/fh a person of fhe oppos/fe sex. 777e way she spenf her day and
organ/zed her househo/d was fhe same as we descr/bed aboi'e. She rema/ned
/nsecure /n her wor/c. 7ihe number of c/ose persona/ re/af/onsh/ps was fhe same.
The number of her soc/a/ confacfs had decreased /mpress/ve/y, buf fhe
var/ab/7/fy of her soc/a/ ro/es was a/so fhe same, /n fhe doma/ns of "support" and
"sexua//fy", she of course showed a beffer /eve/ of funcf/on/ng, now be/ng ab/e to
re/afe and express her own fee//ngs and dea/ w/fh prob/ems and conf//cfs /n fhe
re/af/onsh/p w/fh an /mportanf orher.
/n fh/s case we /n/f/a//y observed a soc/a//y /so/afed /nd/V/dua/, w/fh a number of
severe /mpa/rmenfs /n ro/e performance /n various doma/ns and a saf/sfactory
number of pos/f/on ro/es. .Aga/n a mayor change occurred affer esfab//sh/ng a
re/af/onsh/p. These changes concerned predom/'nafe/y fhe doma/ns "support"
and "sexua//fy". /n fh/s case fhe assessmenf was d/fY/cu/r af fhe sfart. However,
once a re/af/onsh/p of conf/dence was esfab/zshed, she foosened up. Certa/n
top/cs, as for examp/e express/ng persona/ fee//ngs, show/ng support/Ve
behav/or, fhe express/on of/nf/macy and sexua/Zfy, rema/ned d/ff/cu/f to d/scuss
and cou/d nof be assessed accurafe/y.
Paf/enf 5 (case number 27;
Comp/efe sfagnaf/on
The case concerns a 25 year o/d woman, //V/ng w/fh her parenfs. >4f age 74 her
parenfs had severe prob/ems /n hand//ng her behav/or and broughf her to a
ch/7d psych/afr/sf. ^f age 7fl she was adm/ffed to a menfa/ hosp/fa/ for fhe f/rsf
f/me. Ever s/nce, she has been /n and ouf fhe menfa/ hosp/fa/, sub/ecf to various
/c/rids of profess/bna/ care. Desp/fe good /nfe///gence, her soc/a/ /nfegraf/on /s
sparse due to /napf behav/or and recurrenf psychoses. -4f onsef of menfa/ hea/fh
care she had fhe sfafus ro/e of a ch//d, w/fh no /mportanf pos/f/on ro/es, and a
s/ng/e reasonab/y /nc/denfa/ and superf/c/a/ re/af/onsh/p w/fh a g/r/friend. /^ f fhe
momenf of fhe /nferv/ew she had some /nc/denfa/ confacfs af a re//ef cenfer for
fhe menfa//y ///, and sf/7/ had fhe sfafus ro/e of a ch/7d.
When we took af her soc/a/ ro/e performance we observe mayor /mpa/rmenfs /n
a// doma/ns. /n fhe doma/n of "se/f-care" she /s too chaof/c to bring any /ncenf/ve
to a conc/us/on. Consequenf/y, she conf/nuous/y needs superv/s/on and confro/.
On fhe ofher hand, her mofher /eaves her no room for any persona/ /n/f/af/Ve. /n
fhe doma/n of "support" we a/so observe a comp/efe dependency and confro/ of
behav/or by her fam/7y, /ead/ng to recurrenf conf/zcfs and psychoses. Her
experience of sexua/rfy /'s /nsfrumenfa/, hav/ng had /nc/denfa/ confacfs w/fh
perfecf sfrangers. She ;s nof capab/e of /nf/macy and never has had any
experience of /f. /n fhe doma/n of "da/7y ob//gaf/ons", we aga/n observe a tofa/
dependency on her fam/7y and on fhe menfa/ hosp/fa/. Be/ng /nfe///genf
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enoug/7, she freguenf/y fries geff/no, a shorf-ferm yob, e.g. /'n a shop. These
/n/f/af/Ves, however, usua//y end /h her recurrenf psychoses. Her soc/a/ actf/wï;es
are //m/fed to s/fuaf/'ona/ contacte w/fh/n seff/ngs such as fhe church cho/r or
wh/7e shopp/no. w/fh her mofher. She has no fr/ends or soc/a/ confacfs or her
own. IVhen we fr/'ed to esfao//sh a fo//ow-up, we /earned fhaf fhe paf/enf was
recenf/y hosp/fa//zed for a short f/me. /* fo//ow-up /nferv/ew was nof performed.
/n fh/s case we observe a fa// sfagnaf/on ;'n fhe sfafus ro/e or a ch/7d. Her
/so/af/on /s preserved by fhe overprofecf/Ve behawor of her mofher. /n fh/s case
a f/rsf-hand assessmenf from fhe paf/enf was /mpa/red severe/y, as she fended
to /ose concenfraf/'on and /nferesf rap/d/y. Severa/ subsequenf shorf /nferv/ews
were needed to comp/efe fhe /nformaf/on to a saf/sfacfory exfenf.
In Table 13.2 we present the data generated by these two cases. The first case
presented a patient that showed major, though temporary improvements
between the first and the second inteview. The second case illustrates a
severely isolated young woman who is living in a highly instable equilibrium
with her personal environment. The first patient shows a considerable change
between the first interview and the follow-up. We may observe a considerable
increase in position roles and social contacts. The second case shows major
impairments in all domains of social role performance. In her development we
observe a full-blown stagnation at the level of a child in all domains. The only
position role she fulfills is the position of daughter in her family. Outside her
family and a network of professionals, she has no social contacts. These two
cases represent some outliers of the complete selection of the women who were
young and unmarried at onset. Especially the second case illustrates the
extreme isolation in which some of the patients participating in the study live.
Table 13.2 Differentiation of social role performance, social contacts and






































































75.5.3 77ie oWer and »uzm'«/ men «f o/tser "'
This group proved to be the hardest to sample, as married men quite often
developed problems before age 40, leaving our selection criterion open to
discussion. Lack of consent was a second important problem in the assessment
of this group. A total of 24 patients had to be contacted before gathering a
coherent group of 9 patients who fit in the criteria. When we compare the
histories of the patients, two patterns of relapse arise in this group. First, we
may observe 4 patients with a long-standing history of difficulties in
maintaining their position in their work. Second, we may observe 4 men who
were first referred with an organic disorder, and subsequently suffered a
number of social impairments. One man developed a psychotic disorder
accompanied by a full-blown delusional system at age 42. The first case
presents an example of a man experiencing recurrent depressions secondary to
job stress, leading to a gradual and subtle loss of his social integration; the
second case provides an example in which an organic disorder led to
subsequent and major impairments. . '
Paf/enf 6 please number 34J
S/ow process
7"be case concerns a 44 year o/d man wbo bas bad a number of m/'nor and fwo
mayor ep/sodes of severe depress/on accompan/ed by su/c/'da/ fbouo.bfs /n fhe
/asf f/Ve years. The depressions were bofn preceded by a period of sfress /n h/s
woric. The sfress a/ways fo//ows frie same pattern: be fifrsf. o.a/ns more and more
respons/b/7/f/es, subsequenf/y nas to do more and more, and f/na//y co//apses
after a per/od of some monfbs. 7"be /nte/v/ew was done wben fbe second
depress/on was com/no, to an end and ne yusf bad started wor/c/no. ba/f f/me. ^f
fbe momenf of fbe /nterw'ew, be bas fbe sfafus ro/e of a man /n m/d-//7e w/fn o/der
cb/Vdren and fu/f/7/s a saf/sfacfory number of pos/f/on ro/es w/fb/n a// doma/ns of
da/7y //fe. He bas y'usf sfarted to rega/n confro/ of mosf of b/s acf/wf./es, as mosf of
Ws pos/f/on ro/es were on/y temporar/7y cuf off.
Wben we took af b/s soc/a/ ro/e performance we may observe a temporary
re/apse, tv/fb a number of m/nor /mpa/rmenfs. /n fbe doma/n of "se/f-care", a
comp/ete /ac/c of p/ann/ng /eads to severe conf//cfs wrfb b/s fam;7y, espec/a//y b/s
iv/fe, as sbe can nof re/y on b/m. /n fbe doma/n of support, be menf/ons a /arge
number of peop/e, wrfb/n fbe context of fbe extended fam//y, w/fb wbom be bas
c/ose re/af/onsb/ps. Furfber ;'nvesf/gaf/on sbows Wf/e persona/ sbar/ng, and a
preaf dea/ of conf//cf w/fb/n fbese re/af/onsb/ps. Even wben be fee/s we//, be
tends fo avo/d conf//cfs. /n fbe doma/n of sexua//fy be /s qu/te capab/e of
express/no, /nf/macy, buf b/s express/on of sexua/ dr/Ve /s /mpa/red as an effecf
of fbe med/caf/on. 77je /mpa/rmenfs are, bowever, sfr/cf/y re/ated fo fbe per/ods
wben be uses med/caf/on.
/n fbe doma/n of "da/7y ob//o.af/ons" be experiences no /mpa/rmenfs; on fbe
confrary, be quotes fbe many comp//menfs co//eap.ues g/Ve b/m for b/s
/ndusfr/ous and re//ab/e way of worfc/ng. 7"be profess/ona/ bowever, po/nfs ouf
an /naccurafe and af f/mes conf//cf/Ve way of dea//ng w/fb b/s superiors and w/fb
sfress /n b/s yob as fbe ma/n cause of b/s recurrenf depress/ons. H/s soc/a/
acf/V/f/es are /mpa/red mosf severe/y /n fbe per/ods wben be fee/s depressed.
He tends to rey'ecf any soc/a/ confaefs and w/fbdraw from a// b/s acf/V/f/es. /n fbe
periods wben be fee/s we//, be /s conf/nuous/y occup/ed w/fb c/ub acf/V/f/es and
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a// /f/nds of soc/a/ ob//gaf/ons. Th/s doma/n /s frte on/y doma/n wrtere rt/s pos/f/on
rotes are affecfed by tf?e periods wrten he funcf/ons tess we//, as be often fafres
on respons/b/7/ftes wb/cb ne /ate/" cannof f/n/sb.
/* fo/tow-up one year /afer snowed a comptefe rem/ss/on o/ b/s prob/ems and
comp/a/nfs. He bad smarted to rega/n some respons/M/f/es /'n n/s wor/c and /n
soc/a/ c/ubs and parf/c/pafed w/'fb much p/easure ;n fam/7y ///is. Summar/z/ng,
a/fbougb mosf o/ fne /mpa/rmenfs on/y occur ;n fhe periods tvnen /is fee/s
depressed, some do however //m/f h/s poss/b/7/f/ës /n per/ods when he has no
depress/on, /n fb/s case we may observe fhe beg/nn/ng effecf or a tong-ferm
recurrenf menfa/ ///ness on da//y //fe. /Vo ma/or /mpa/rmenfs arise, buf subfte
changes and toss o/ respons/b/7/fy and apprec/af/on may be observed af various
po/nfs /n respecf or h/s yob, home and soc/a/ ///is. The assessmenf showed no
mayor d/Tiferences berween fhe /nformaf/on prov/ded by fhe profess/ona/ and fhe
v/ew we obfa/ned from fhe paf/enf.
Paf/enf 7 (case number 38J • ;
Mayor /mpa/rmenfs
The case concerns a 56 year o/d man who su/fered an /schem/c heart affacfc af
age 57. /Wer fhe affac/f he rema/ned /n coma for some wee/cs. He a/so suffered
bra/n damage, w/fh e/fecfs on h/s persona/Zfy and h/s memory, buf no mayor
e/fecfs on h/s phys/ca/ cond/f/on. He ;s exfreme/y forgef/u/, and has freguenf
affac/cs of aggress/on and anx/efy. Some monfhs after fhe /nc/denf h/s w/fe /eft
h/m, and he soughf profess/ona/ care, ^f onsef of" care, few or Ws pos/f/on rotes
were /eft; he had tosf h/s yob, had no soc/a/ acf/v/f/es, h/s w/fe had d/vorced h/m,
and he had tosf mosf or h/s persona/ nefworfr. IVhen we too/c af h/s soc/a/ rote
performance, we observe a dependency on ofhers /n mosf doma/ns. /n fhe
doma/n of se/f-care he ;s on/y part/y ab/e fo fa/ce care o/ h/s body; h/s food,
bousefreep/hg and p/ann/ng are fa/cen over by home he/p. When as/ced abouf
h/s se/f-neg/ecf h/s reacf/on ;'s evas/ve. /n fhe doma/n of support, h/s on/y
persona/ confacf /eft ;s h/s son, w/fh whom he has a c/ose re/af/onsb/p. Th/s
re/af/onsh/p /s one-way; he /s enf/re/y dependenf on h/s son, and has no ab/7/fy
fo g/ve support or recogn/ze and reacf fo aris/ng prob/ems or conf//cfs. /n fhe
doma/n of sexua/Zfy /s no tonger capab/e of express/ng /nf/macy and /s a/so
re/ucfanf fo do so ouf of fear for phys/ca/ comp//caf/ons. /n fhe doma/n of da/7y
ob//gaf/ons he /s comptefe/y /mpa/red, bofh because of h/s phys/ca/ cond/f/on,
and because of h/s forgeffu/ness. H/s soc/a/ acf/v/f/es as we// as h/s soc/a/
confacfs a/so d/m/n/shed severe/y after h/s heart affac/c. He currenf/y has some
sparse confacfs w/fh h/s ch//dren and a few ne/ghbors. /I fo/tow-up one year
/afer showed few changes ;n fhe above s/fuaf/on.
77?/s case /7/usfrafes an a/mosf comp/efe /so/af/on as fhe effecf of a toss of mosf
pos/f/on rotes. Mosf of fhe /mpa/rmenfs /n soc/a/ rote performance are a d/recf
effecf of changes /n A»/s mob/7/fy and /n fhe way he reacfs and /nferacfs w/fh h/s
env/ronmenf. /n fh/s case fhe assessmenf was d/ff/cu/f, as we had fo dea/ w/fh
fwo factors; /7/sf, a memory de/7c/f due fhe effecfs of fhe heart affac/c; second, a
fendency to res/sf or prov/de /naccurafe /nformaf/on /n fhe /nferv/ew.
In Table 13.3 we present the data generated by these two cases. The first case
shows temporary changes in role performance, but a complete recuperation to
a normal level and an increase in the number and the variability of position
roles in daily life, as well as an impressive change in the number of social
contacts in the last month.
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The number of social contacts in the various sectors as well as the number of
social roles is at a normal level in the second assessment. In the second case we
observe major impairments in all domains, and a nearly complete social
isolation, leaving only a sparse contact with his two children.
75.5.4 77J«? women af
This group proved to be an important group in previous samples (Romme et.
al, 1987) as well as in our first pilot study (described in Chapter 1). In the
main study we did succeed in gathering a homogeneous, if small, group. Lack
of consent was again a major problem. Apart from lack of consent, five
patients provided unreliable information in the interview, either hallucinating,
showing paranoid behavior, or providing socially desirable but inaccurate
information. These cases had to be deleted from the database, as they contained
too many unknown variables. Most of the women we encountered in this group
suffered a relapse in performance secondary to often severe marital stress,
ranging from physical or mental abuse to moral indifference. In a number of
cases the relapse could be related to sudden changes in their position as a
housewife, e.g. in the case of children leaving home. In the two cases presented
here, we may observe that major changes in the social position of the patient
preceded the dependency on care.
Paf/enf Ô (case number 46^
Empfynesf
77?/s case concerns a 64 year o/d d/Vorced woman, who has been married for
27 years w/Yh an a/coho//c. Sho/t/y after her d/Vorce ;'n 7976, she was adm/tted
for fwo monfhs to a menfa/ hosp/fa/, suffering a d/'ssoc/af/on d/sorder due to
severe mar/Ya/ sfress. ^fter d/scharge she funcf/oned adequate// re/y/ng parf/y
on suppo/t/Ve outoaf/enf care. Decompensaf/ons recurred usua//y after a
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change /n her soc/a/ contexf, for examp/e abandonmenf by a c/ose fr/'end, fhe
marr/àge o/ her daughter, or fhe deafh 0/ her dog. fie/bre onsef of care she had
a w/de range of pos/f/on ro/es, w/fh a number of c/ose fr/ends and was acf/ve /n
soc/a/ c/ubs and //? her ne/ghborhood. She was conf/nuous/y occup/ed w/fh
various acf/v/f/es and spenf //We f/'me on her own or w/fh her ch//dren. >4f fhe
momenf of fhe /nferv/ew few pos/f/on ro/es were /eft. She had /osf confacf w/fh
c/ose fr/ends, her re/af/onsh/p w/fh her daughfer and son are conf//cf/ve or
/nd/fferenf. >\ severe dec/maf/on of her soc/a/ nefworic had occurred. ,,^, ^ >
IVhen we /00/c af her soc/a/ ro/e performance we observe a dependency on
ofhers /n a// doma/ns. /n fhe doma/n of "se/f-care* she needs superv/s/on and
sf/mu/af/on by a ne/ghbor to avo/d neg/ecf and she has no da//y or tong ferm
p/ann/ng. Concern/ng support, she /s so /so/afed from peop/e c/ose to her fhaf
mosf of fhe /ferns cannof be re/afed to an /nferacf/on w/fh anofher /nd/v/dua/.
She fee/s concern and fee/s attached, buf has no means ava/7ab/e to express
fhese fee//ngs. /n fhe doma/n of sexua//fy she reports no prob/ems buf aga/n a
comp/efe absence of shar/ng or /nf/macy. /n her da/7y ob//gaf/ons she needs
conf/nuous sf/mu/af/on and sfrucfur/ng, wh/ch /s prov/ded by freguenf v/s/fs by a
ne/ghbor and by fhe commun/fy nurse as we// as fhe menfa/ hea/fh profess/bna/.
Her soc/a/ acf/V/f/es ref/ecf fhe same poverty we observed /n fhe ofher doma/ns.
/n her acf/v/f/es she currenf/y shows no /n/f/af/ve af a//. She has no mufua/
consented confacfs and /s exfreme/y dependenf /n re/af/onsh/ps w/fh ofhers.
One year /ater we cou/d observe a fofa/ dependency on a support nefwor/c
prov/ded by various /hsf/fuf/ons. The confacfs w/fh her fam//y had dem/n/shed
severe/y, and she even /osf confacf w/fh fhe ne/ghbor from whom she had
rece/ved so much support fhe year before. Her ro/e performance was /mpa/red
/n a// doma/ns of da/7y We, and she needed freguenf support and superv/s/on.
7h/s case /7/usfrafes whaf every profess/ona/ w/7/ recogn/ze as an empfy nesf.
/Iffer be/ng preoccup/ed w/fh her a/coho//c husband and fhe upbr/ng/ng of her
ch/7dren for years on she sudden/y was cuf /oose, and d/d nof succeed /n
esfab//sh/ng a new soc/a/ env/ronmenf. ^ffer a We fu//y occup/ed w/fh fam/7y and
parfner, each new /oss was accompan/ed by an even more severe
decompensaf/on, w/fh effecfs spread/ng /nto various doma/ns of her da/7y We. ^
compensaf/on /s on/y prov/ded by profess/ona/s, buf her soc/a/ context rema/'ns
sparse, /n fhe assessmenf her own report was accurate and prec/se, as she d/d
rea//ze fhe changes wh/ch had occurred /ri her.
Paf/enf 9 (case number 4$)
flo/e conf//cfs
7"h/s case concerns a 57 year o/d married woman w/fh fwo ch/7dren sf/7/ //v/ng af
home. Her f/rsf confacf w/fh profess/ona/ care concerned ch/7d-ra/s/ng prob/ems,
75 years eari/er. One of her ch/7dren has been ra/sed /n an /nsf/fufe for fhe
menfa//y hand/capped from age 5 on, a second showed behav/bra/ prob/ems af
age 74. /te "onsef of menfa/ hea/fh care" we chose fhe period of her We when
she was referred fo profess/ona/ care for fhe f/'rsf f/me. Later on, she
/bterm/ffenf/y rece/ved oufpaf/enf care, usua//y for periods of a ha/f year. The /asf
four years she conf/nuous/y rece/ved oufpaf/enf care.
1/vhen we /00/c af her sfafus and pos/f/on ro/es af onsef, we observe a var/efy of
pos/f/on ro/es w/fh/n a// sectors. However, we may observe some prob/ems /n
fhe rea//zaf/on of espec/a//y fhose pos/f/on ro/es wh/ch were mosf /mportanf for
her sfafus ro/e as a married woman and spouse, flofh partner and parenf ro/es
suffered under her overzea/ous p^rt/c/paf/on /n a soc/a/ c/ub fo wh/ch she
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devoterf mosf o/ rter even/ngs and a part o/ fhe day, neg/ecf/ng ner fem/7y to a
/arge exfenf. /U fne momenf o^  fne /nferv/'ew, we observe a fofa//y d/'fferenf
s/fuaf/on. /Vow rter affachmenf to her fem/7y ;s experienced as too sfrong. /n fhe
upbr/'ng/ng of fhe ch/7dren she exper/ences herse/f as a fa/7t/re,
overcompensaf/rig by smofhering fhe cri/Wren /n overprofecf/on, wh/ch ;n /'fse/f
/eads to frequenf conf//cfs w/fh/n fhe fem//y. Many of her ofher pos/f/on ro/es
have been fosf. She fa/W/s no ro/es re/afed to fhe exfended /am/7y, and a/so has
no c/ose friends /eft. -A// her currenf pos/f/on ro/es are re/afed to her /mmed/'afe
fam/7y or to profess/ona/ care.
When ive /oofr af her soc/a/ ro/e performance, we observe various /mpa/rmenfs
/n severa/ doma/ns, a// re/afed fo fhe way she hand/es re/af/onsh/ps and
persona/ conf//cfs. /n fhe doma/n or "fa/c/ng care" we observe no /mpa/rmenfs
whafsoever. /n fhe doma/n 0/ "support" she reports spend/ng much f/me /n
support/ng ofhers, pracf/ca//y as we// as persona//y. She regards he/p/ng ofhers
w/fh fhe/r prob/ems as a dufy. However, she fends to have freguenf conff/cfs,
often re/afed to her be/ng a busybody. 7"he profess/ona/ observes ma/or
prob/ems /n a// /ferns or fh/s doma/n. The doma/n or "sexua/Zfy" a/so shows
severe ;mpa;'rmenfs; she never experienced ;'nf/macy /n a pos/f/ve way and
conf/nuous/y re/ecfs her husband, /ead/ng fo frequenf confl/cfs. /n fhe doma/n of
"da;7y ob//gaf/ons", periods of hard worfc are fo/towed by periods when she fends
to do nofh/ng, fee//ng /// or /ncapac/fafed. She ;s e/fher too busy or co//apses /nto
various ///nesses experienced as phys/ca/. /n fhe doma/n of soc/a/ acf/v/f/es we
observe a fofa/ absence of mufua/ soc/a/ confacfs. Oufs/'de her fam/7y and her
wor/c she has no soc/a/ confacfs whafsoever. She a/so /rid/cafes fhaf she has
w'rtua//y no free f/me, as she conf/'nuous/y fee/s competed to meef her da/7y
duf/es.
>4 fo//ow-up one year /afer showed fhaf fhe process of tos/ng confacf w/fh her
fam/7y and espec/'a//y w/fh fhe ch/7dren who /eft home had conf/nued. The
number of ro/es she performed had s//ghf/y d/'m/n/shed, and her soc/a/ confacfs
were a/so fewer. Th/'s case /7/usfrafes how a def/c/ency /n support/'ve ro/e
performance as we// as /n ro/e performance /n fhe doma/n of soc/a/ acf/v/f/es
/eads fo a dec//ne /'n fhe number and var/ab/7/fy of soc/a/ ro/es. /n fhe years after
onsef of menfa/ hea/fh care she tosf many of her pos/f/on ro/es and /ncreas/ng/y
focused on her fam//y. Now, //w/e /'s /eft excepf her fam/7y, buf her currenf pos/f/on
;s nof very we// apprec/afed. /n fh/s case, fhe accuracy of assessmenf was a
mayor prob/em. 7~he paf/enf fended to e/fher exaggerafe or underesf/'mafe her
own /eve/ of performance, and was somef/mes confused or annoyed by fhe
guesf/'ons posed fo her. We had fo re/y predom/nafe/y on /nformaf/on obfa/ned
from her husband, her son, and from fhe menfa/ hea/fh profess/ona/, who
shared fhe/'r op/n/'ons. The mosf /mportanf facfor ///n/Y/ng an accurafe
assessmenf was, of course, her //m/fed appra/sa/ of her own prob/ems and of
fhe effecf of her behav/'or on her soc/a/ pos/f/on w/fh/'n her fam//y.
In Table 13.4 (next page) we present the data generated by these two cases,
which represent a for women of this age typical pattern of deterioration
subsequent to a loss of a meaningful daily obligation. The first case illustrates
a powerful deterioration of role performance in most domains. Despite the
fact that she recognized that her current state was deplorable, she felt
incapable of doing anything during the day. In the second case, we also
observe a gradual diminishment of social integration over the period of one
year, as may be observed in the variabilty of the social contacts as well as the
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Table 13.4 Differentiation of social role performance, social contacts and
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positionary roles. The level of social role performance was almost the same in
both assessments.
13.6 Summary
At first sight, the figures presented in this chapter demonstrate that the
differentiation presented in the case histories is reflected to a large extent by
the data. A good social integration is represented by high scores in role
performance, a wide variation in the position roles and a large social network.
Low role performance is markedly accompanied by fewer roles related to the
sectors "friends", "work" and "leisure". We can also see that fluctuations in
role performance between the first and the second interview are reflected by
the data, indicating a reasonable sensitivity for change in role performance.
The large variability in role performance, position roles and social network
noted elsewhere (Chapter 10), is confirmed in this excerpt. When we compare
the developmental patterns in the case reports, we may observe that only the
young unmarried show a stagnation in development, which is a finding
confirmed by our data. The pattern of relapse, however, is less clear in a case
level presentation, and has more relevance on the level of distinction between
groups of patients and identification of factors determining chronicity.
In short, we may conclude that the observable differences in the case histories
are reflected by powerful fluctuations in the data provided by the instrument.
The fluctuations vary, however. Some cases show important changes in role
performance, accompanied by less impressive changes in the position roles or
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the density of the social network; others show more gradual changes in role
performance, but more impressive changes in the position roles. When we
look at the developmental patterns we observe some differences at the case
level presentation, but the number of cases presented here is too few to
provide an informative illustration of differences. The fluctuations in most of
the cases presented here indicate that the second part of the instrument, i.e. the
determination of current role performance, is most sensitive to change. <
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Measuring deviation: a matched — _
comparison with a reference group
Each measurement concerning a deviation deals with a norm. To evaluate the
clinical validity of the item choice we have to know whether the instrument
discriminates between a normal and a patient sample. Does the information
reflect the extent to which the patients are less socially integrated? And
secondly, does it reflect information on the extent to which the patients
ferform less well? If the data we obtained from normals provide the same
pi 'ture we obtained from patients we may be measuring seemingly valid
inhumation. To deal with this question, we performed a matched comparison
with a sample from the registered healthy population of three general
practitioners. Only patients with no current medical or psychological
complaint or illness were included in the reference group. Secondly, the
reference group was matched pairwise on a number of demographic
characteristics which determine the status role to a certain extent: age, sex,
marital status and social level. The main objective of this chapter is to
investigate whether our instrument indeed measures impairments in social role
performance and to see whether the differences in role performance are
accompanied by differences in the number and variability of position roles as
well as social contacts.
14.1 Hypotheses on differences between patients and references
In the previous two chapters, we concluded that role performance within the
most important domains of social functioning may be regarded as a
determinant of the number and variability of the position roles. A high level of
social role performance increases the opportunity of obtaining more position
roles within different settings. The number and variability of the position roles
determine the opportunity which the individual has to establish a social
network, and may be expected to be directly related to the size of the personal
network. A healthy and variable social network provides many opportunities
to relate with people in various ways, i.e. it enhances role performance. So, a
circular relation may be assumed as follows: role performance within the most
important domains of social functioning may be regarded as a determinant of
the number and variability of the position roles (Figure 14.1, next page). The
number and variability of the position roles determine the size of the personal
network, which in itself enhances role performance. The above
interrelationships have some consequences for the interpretation of our data.
When we regard the social position an individual has obtained, we may expect
the individual to perform within a minimum number of position roles, which
may be referred to as the core roles (Walker et al., 1977). A fully integrated
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Figure 14.1 Interrelations between role performance, position roles A
and personal network.
role performance
position roles personal network
individual may be expected to perform within the family, within a job, to have
a number of friends, and to perform some roles within clubs. A chronically
handicapped individual may be expected to lose the roles connected to the job.
Position roles within clubs are also lost as the individual cannot meet his
obligations. Other roles destabilize. The position of the individual is a
dependent one, requiring support. Only when the individual has built some
credit in his personal network can he rely on receiving support (the sick role,
Parsons, 1951). So, we may argue that the individual suffering from a health
deviation loses a substantial number of his position roles and may have
difficulties in maintaining the status roles. The composition of the personal
network also changes, as the individual relies on fewer people, predominately
in the kin and formal non-kin sector. Role performance may be expected to be
limited in more than one domain. With respect to the comparison between
patients and reference group we may formulate the following hypotheses.
Patients have:
a. more limitations in role performance, leading to;
b. a decrease in the number and variability of the position roles, and leading
to;
c. less balanced and more instable personal networks.
The last point, the stability of position roles and social network, was not
completely investigated as our assessment of the reference group was cross-
sectional and only covered their current situation. In our comparison we will
focus on the current role performance in the five domains. We will assess the
differences in the number and variability of the position roles and investigate
these differences. In the comparison between patients and reference group we
are primarily interested in the differences in impairment of social role
performance. Assuming our items only measure deviation, we should expect
normals to show low scores. Second, we want to know whether the reference
group fulfills more stable and demanding position roles. We expect the
reference group to have a larger number of position roles and more roles in
the more demanding domains of work and social activities. Third, we want to
know whether the reference group has a larger and more differentiated social
network. With respect to the variability of the social contacts we assessed the
number of social contacts, their spread over the various sectors (Janssen,
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1992). We expect the reference group to have a more equal spread of their
contacts over the two sectors kin and informal non-kin. The patients will rely
predominately on their family and the formal non-kin sector.
14.2 Selection procedure
We were interested in obtaining information from a group of normally
integrated people with no psychosocial or psychiatric history. We obtained the
reference group using the Registration Network Family Practices (RNH,
Metsemakers et al; 1992) and a database of a rural general practice^ as we
wanted to be sure we gathered references with no previous psychiatric history.
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28 The Registration Network Family practices, Univerisity of Limburg, coordinator, Drs. J.F.M.
Metsemakers and the rural General Practice of Dr. C.P. Buiks, Beuningen. The final sample was drawn
in april, 1992.
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The reference group was matched with the following two patient groups:
1. the group of unmarried men at onset, younger than 30 (n=20); ,
2. the group of married women at onset, older than forty (n=12).
With an extensive matching and selection procedure, we made an effort to
match each patient with two references. Several problems were encountered.
Especially in the first group we could not meet this criterion, as quite often
more than one suitable match simply did not exist. Using computerized
databases from the general practitioners, we matched the references on the
variables "age", "marital status" and "educational training". The last variable
was used as an indicator of social class, a variable we wanted to keep under
control but which could not be included in the matching procedure because the
databases used for the comparison did not contain this variable. It proved,
however, to be a good indicator, as few differences arose between cases and
references (presented in Table 14.1). The various steps in the procedure
together with the selective non-response rates are indicated in Figure 14.2.
In the RNH database, the first four selection steps were performed anony-
mously. 809 of the 6804 patients in the two general practices had a
psychological or psychiatric complaint at the moment we performed the
selection. In the database we obtained 74 identification numbers matching the
data of our patients. The names of the patients corresponding with these
numbers are known only to the G.P. Because the database is updated only once
in three months, we asked the G.P. to indicate which patients met our criteria.
54 patients were asked by the G.P. to participate. 28 (52%) consented. Of
these, 8 proved not to meet our criteria. Finally, the procedure left us with 20
subjects. To obtain the remaining reference population, we contacted a rural
G.P. who performed the same procedure using his administrative database.
Now, 37 patients were asked to partcipate. 34 (91%) consented. Sampling
procedures were carried out in three months, thus obtaining 51 references, 27
for the first and 24 for the second group. A net response rate (Kish et al.,
1959) of 69 % was obtained.
14.3 Comparisons
A brief version of the instrument was developed for the reference group,
assessing only the current status and position roles as well as the current role
performance, using open-ended questions, formulated in the same way as in
the patients interview. Because we wanted to know if we had to correct the
outcome of the measured differences for gender, we first investigated the
gender differences in social role performance, position roles and personal
contacts in the reference group, by means of a Mann-Whitney rank order test
and the Student t-test. Then we compared the results of the patient interviews
of the cases with self-reports of the reference group, again by means of Mann-
Whitney rank order test and the Student t-test.
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The following variables were included in the comparison:
a. the sumscores on the four domains "self-care", "support", "daily obliga-,
tions" and "social activities";
b. the total number of position roles, as well as the number of position roles
related to family, friends, vocational setting, and leisure;
c. the total number of social contacts, as well as the number of social contacts
related to the sectors "family", "friends" and "social services".
In the reference group, we may expect that the older women have less social
contacts and perform fewer roles. Their social contacts will be found
predominately in the kin sector, while in the young men we may expect the
social contacts to be more equally spread over kin and non-kin. On the other
hand, we may also expect the role performance to be different. The young
men will perhaps perform less well in self-care but better in the domain of
daily obligations. ~. ...,,.. .
14.4 Results ,...,,
74.4.7 Oufcome o/f/ze mafc/img procedure * '
The groups "young and unmarried men at onset" and "older married women at
onset" were selected for comparison with the reference group. In Table 14.1,
the variables applied in the matching procedure are presented. The two gender
groups are presented separately. The results indicate that some references were
difficult to obtain, e.g. single men in the age group over 40. Despite some
minor differences, we may conclude the matching procedure was successful.

















































































* in brackets we present the standard deviation.
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The only problem encountered was to obtain unmarried references in the older
age group. A major difference was the large proportion of young male
patients still living with their parents.
74.4.2 Cases and re/i?rences: companion in ro/e per/or/nance ; !
Table 14.2 presents the results on the comparison in role performance between
cases and references. The results in this table are an indication of the
sensitivity of the instrument. In the domains showing major differences, we
may assume that we indeed measured a deviance in role performance. The
domains showing no difference have little relevance.
Table 14.2 The comparison on Social Role Performance between the reference
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* p<0.05 " p<0.001, M-W rank order test. * totals over selfc, supp., daily oblig. and social activ.
These data show that most of the domains differentiate well between cases and
references. In the domains "self-care", "support" and "social activities" we
indeed measure deviations. The total score is also significantly different in
both groups (p<0.001). In the group of older women at onset the differences
with the references are more powerful than in the group of young men at
onset. The differnces in the young men at onset concerns primarily the domain
selfcare, and to a lesser extent the domains "support" and "social activities". In
the domain of self care this is primarily caused by the items cleanliness own
house and planning on short and long term. Secondly, in the domain of support
this is primarily caused by the items problem and conflict solving. Finally, in
the domain of social activities this is primarily caused by the items task-
oriented interaction, person oriented interaction and mutually consented
interaction. The only measure showing no differences between the cases and
the references is the domain of "daily obligations" in the group of young men
at onset. A possible explanation of this is the large number of missing cases
among the patients". This finding fits with the findings in Chapter 7 and 8,
where we also concluded that the domain of daily obligations was difficult to
interpret. Contrary to what we may expect - with the stereotype of the young
In the group ot young men this domain contains 11 valid cases. In the group of older women, it contains
only 6 valid cases. Sexuality contains 15 valid cases n the group of young men, and 7 valid cases in




chronic in mind - the measured deviation is more powerful in the group of
older women. u a=i r. = <. *.•
74.4.5 Cases ana" re/<?re/zces: variafri/ify o/po«'riow ro/es
Table 14.4 presents the results on the comparison in the number and
variability of the position roles between cases and references. We may expect
the young men to have fewer roles related to work and leisure, while the older
women have more roles related to the family. As our young male patients are
known to be socially isolated, we may expect more powerful differences. We
also present the standard deviation (in brackets), to indicate the degree of
overlap of the reliability intervals. A large overlap indicates that the
differences are less powerful.











































• p<0.05. " p<0.001, Student t-test. No missing cases.
The results show important differences in all kinds of roles. The number of
roles in the family is far less in both groups of patients. Despite the fact that
few of the references still live with their parents, they do appraise their
interaction with their family as far better than the cases, and mention a wider
variety of position roles. A more careful analysis shows that the difference
concerns predominately the position roles performed within the extended
family. The differences in the sectors "friends" and "leisure" are an effect of
less participation in clubs and engagement in fewer outward activities. Roles as
"partner", "parent" and "child" are still mentioned, even in the most isolated
patients. More than half of the cases in the group of young unmarried men at
onset, however, do not mention the role "close friend", while all of the
references do. Finally, we may notice the greater variance in the older group,
reflected by the data of both cases and references.
74.4.5 Cases ana* re/<?rence group: nefworit varia&zVify
Table 14.5 presents the results of the comparison in the number and variability
of social contacts between cases and references. As the composition of the
social network is closely related to number and variability of position roles,
we may expect the patients to have significantly fewer contacts in all sectors.
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Table 14.4 The comparison on the variability of the social network between
cases and the reference group
n=
A/envorir Kin (family)
informal non kin (friends)
informal non kin (acquant.)

































•p < 0.01, ** p < 0.001, Student-t test. No invalid cases.
These figures show major differences in all sectors. The findings are,
however, less specific than we observed in the position roles, which is due to
the large variance. From the literature we know that the size of the social
network has little relevance (Tolsdorff, 1976) but that the needs met within the
network are far more important. Not the extension of the network, but the
functions met within the network may be regarded as being related to (mental)
health (Janssen, 1992). Nevertheless, when we take a more careful look at the
sector "friends" some differences may be noted. Especially close friends seem
to be virtually absent in the young male patients, while older women have
fewer acquaintances but some close friends. This perhaps indicates a difference
in the composition of the network in patients with an early or a later onset of
mental illness, a possibly interesting point in future studies. Again, we observe
a focus of the older women on the family, while the younger have more
outward social contacts. A salient, but not surprising, finding is the relatively
large number of contacts with social service professionals reported by the
patients (more than e.g. close friends).
14.5 An overview of the findings
The analyses in this chapter were aimed at validating our measurement of
deviation in current role performance. We were interested in the social role
performance of normals. Second, we wanted to know whether impaired role
performance can be related to less variability in the kind and number of
position roles, as well as to less variability in the social network. When we
compare the two groups of references with one another, we observe some
differences in the number and variability of roles in the sectors "family",
"friends" and "work" (p<0.05).
The group of young (predominately unmarried) men show an equal spread of
their social contacts over the kin and non-kin sectors (55% /45 %), while the
older (predominately) married women have a focus on their kin (66% / 33%).
Concerning the comparison of role performance, the results show major
differences between patients and references in all domains except the domain
of daily obligations. This domain measures social role performance only when
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the patient has a job or housekeeping responsibilities. Consequently, the lack of
these responsibilities leads to missing values. Most of the patients who do have
a job work in a protective setting, where the level of performance is adjusted
to their own possibilities.
In the group of young unmarried men at onset, the most powerful deviations
are measured in the domain "self-care". A slight deviance was measured in the
domain of "support" in both groups, the older showing a slightly greater
difference than the younger. In the group of older women we observed the
most powerful difference in the domain of social activities. When we look at
the variability of the position roles and the composition of the social network,
we see a focus on the family in the older women and a wider spread of roles
over different sectors in the younger men. Concerning the position roles, the
most powerful difference in this respect are found in the roles related to
friends and work. Concerning the composition of the social network, the most
important difference in the group of young men is the virtual absence of close
friends, while the older women have far fewer acquaintances and outward
contacts. Both groups show fewer contacts with the extended family.
14.6 Summary
The analyses in this chapter show that we need to adjust our measurement of
role performance in the domain of daily obligations. All items now concern
performance in a vocational setting, whether protective or not. Many patients
have lost their work. Other items have to be formulated, relate more to the
absence of work.
The measures in all other domains show reasonable differences between cases
and references, indicating that we indeed measure a deviation from a norm,
and that our measurement has a certain clinical validity. Second, we may
conclude that the variability of position roles is a good indicator of the degree
of social integration when it is evaluated at a global level and related to
specific sectors of relationships. For example, in the context of the family, in
relationships with friends, at work, or in roles related to leisure. When we
evaluate the variability of the social contacts, the most important differences
are found in the contacts with close friends and extended family. The
differences here between cases and references are, however, less specific than
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PART 5
Conclusion
This part has two chapters. Chapter 15 contains the summary and the
conclusions as well as the recomendations for further development of the
instrument, which will be brought into effect in a follow up project, a
collaborative study with a number of Psychiatric Rehabilitation Services
throughout the Netherlands (NFGV grant 92#3089). Chapter 16 contains the
Dutch summary and conclusions.
Even the 'quick' readers shouldn't miss much of this part. Family and friends
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Summary and conclusions
This book describes a study into the reliability and validity of an instrument
designed to assess social role fulfillment of chronic mentally ill in ambulatory
care. The assessment is designed to promote rehabilitation activities for the
chronic mentally ill living in the society. In the structure of this book you may
recognize two major parts. First, the predominately theoretical preliminaries
and pilots leading to a first selection of the items in the Social Role
Performance and Development Inventory (presented in the Chapters 1, 2, 4, 5
and 6). This is summarized in paragraph 15.1. Second, the predominately
empirical findings on the consistency, reliability and validity of the instrument
(presented in the Chapters 8 to 14). These are discussed in paragraph 15.2. In
paragraph 15.3. we discuss some methodological problems encountered in the
study. In paragraph 15.4, finally, we present the most important conclusions
and some choices we have to make before starting a collaborative study with a
number of rehabilitation services throughout the Netherlands to implement the
instrument in patient care.
15.1 A summary of the instrument development
75.7.7 /Ve/Z/mmmes : CTwpfer 7 and CTwpfer 2
The aim of this thesis is to work out a means of investigating the development
of social integration in the chronic mentally ill. In Chapter 1, we presented an
outline of our theoretical considerations. In this chapter we formulated a
philosophical choice concerning the definition of the interplay between mental
illness and social integration. The philosophical basis of the relationship
between cause and effect in this thesis is derived from what Querido
formulated as the social homeostasis mechanism. In his opinion, a (mental)
disorder may be regarded as a displacement of social integration. Following
Querido, we can regard role performance as determinants of social
integration, while vice versa social disintegration is determined by deficits in
social role performance. In the interaction of the individual with the social
environment, the individual and the environment always seek an equilibrium.
Disruption of the equilibrium always introduces a compensatory mechanism,
either within the person or by the environment. Social rehabilitation has to
focus on this interaction with on one side the individual and his or her
possibilities for change in order to take a more complete membership of
society and on the other side the possibilities of changing the forces that have
led to the loss of membership.
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This view stresses the need for an inventory which not only addresses current
performance, but tries to relate this to understanding the development of social
role fulfillment and social integration. In our opinion, a detailed and
systematic knowledge of current as well as past performance is essential for
the planning of interventions. This view also relates to our choice concerning
the format of the instrument: an open qualitative - interview based assessment.
This method leaves some room for focusing the interview on specific areas.
Thus, the assessment can be tailored for the specific needs of the patient.
In Chapter 2 we presented our first effort to apply these ideas in the
construction of an instrument in greater detail. We discussed the need for a
systematic and practical inventory assessing the main problem areas of the
chronic mental patient within his social context. The basic principles described
above are applied in a first operationalization of the instrument. In contrast to
the current view in most instruments, we do not focus on the disturbance, i.e.
the abnormality, but we focus on the degree of normality. In this we
formulated our choice for the concept of social role performance, concerning
five areas of daily life: "self-care" and "care for others", "support",
"sexuality", "daily obligations" and "social activities". The selection of these
areas is based on the theory of the organization of society as formulated by U.
Gerhardt (1971), combined with relevant aspects of the theory of socialization
as formulated by K. Hurrelmann (1983). We presented a case history
illustrating an interaction process leading to a deadlock between the individual
and the direct environment. This case presentation clarifies the application of
the instrument in the daily practice of mental health care.
75.7.2 Samp/e se/ecf/on: CTwpter 5
The second part of this book provides information on our definition of
chronicity and the selection of the samples in the study. Chapter 3 starts with a
summary of several views on chronicity in psychiatry. These views are used to
formulate the definition of chronicity we apply in this study. Two kinds of
chronic mental patients are distinguished. Firstly, those not yet - but at risk of
becoming - chronic mentally ill, with a history of care longer than one year
and shorter than two years, and with a dysfunction on more than two levels of
the four subsequent levels: the somatic level, the individual level, the micro
social level and the mesosocial level. Secondly, those defined as chronic
mentally ill; having had a history of care longer than two years, and a
dysfunction in more than two levels. This definition is applied in the selection
procedures in the various samples of the study. A pilot was carried out within
the "not yet chronic" population. The main study was carried out in the
population defined as "chronic". The chapter finishes with a description of the
samples we investigated. Using a number of variables concerning diagnosis,
patient career and a number of sociodemographic characteristics, we show that
the samples are a fairrepresentation of the population in care at the
Rehabilitation Service of the Community Mental Health Center Maastricht.
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75.7.3 77ieory and concept/f/e/m/fjons: C7iapfer4
In Chapter 4, a theoretical framework concerning both achievement of social
roles in terms of status and position roles as well as role performance, role
transitions and lifetime human development is presented and related to the
lifetime histories of the mental patients. To describe fulfillment of role, two
dimensions were introduced after an extensive consideration of relevant
theories: , ._, , _ : , ; ^ . j , , , j , : ,;:.-.rr:i>'., ;-.; 'u saK;..';nvia, - .^A -fTîsU k; t-vfoi!,!.'
7. W/iaf Aas f/ie individua/ ac/i/ev^rf? Two oufcome parame/ers were
mrroduced Û5 i/u/f'cafor^ o/w/wr f/ie pa//enr /ww ac/z/eveJ m terms o/socia/
a. r/ie MH/nè^ r o/pojr/7/o« ro/es;
2. f/ow wû5 /«is ac/iievea7 Five <io/na/«5 o/ 5oc/a/ ro/e pe//or/na«ce were
/«rro^MceJ as re/evan/ areas o/ a"a//j /M/ic/zom/ig m w/i/c/i
deve/ops: , ,,.,j
a. se//-care ana" care
è. support;
c. sej:ua/iYy ana* in
e. socia/activities.
This theoretical framework is transformed into a model relating the concept of
social role to the concept of rehabilitation. . ......
75.7.4 77ie /ieea"/or a new msfrume/i/: C/iapfer 5
Chapter 5 presents a comparison of our theoretical framework with the
current state of the art. A selection of the most important instruments
concerned with the judgment of social behavior in psychiatry is reviewed. We
conclude that only a few instruments meet both our practical criteria and our
theoretical propositions. Many instruments prove to be much too detailed to be
practical. The few instruments which meet our most important criterion
("relating the performance of the individual to the demands set by the
environment") leave out an essential feature for the chronic mentally ill: an
assessment of the patient's possibilities. All focus on shortcomings rather than
on abilities. Only the recently developed instruments provide a reliable
assessment of the patient's development. Finally, most of the instruments were
constructed using empirical data, with often few theoretical suppositions. We
concluded that we needed to construct a concise, simple, practical and reliable
instrument, which to a certain extent would be valid for its purpose: the
assessment and judgment by mental health professionals of (the development
of) role performance.
75.7.5 //em se/ectio/i procedure: Cnaprer 6
In the construction of our instrument, therefore, we combined theoretical
concepts on social integration and socialization theory with the practical input
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of a panel of experts. The items selected to judge the level of role performance
had to relate to the daily practice of care, while the operational definitions
concerning the level of social integration had to be simple and understandable.
In Chapter 6 we discuss the operational definitions of the instrument in two
sections "acn/eveJ soc/a/ post/ion" and "<feve/opmenf 0/ ro/e per/brma/ice".
This chapter further contains the item-selection procedure in the five domains
of social role performance. Each of these five domains was covered by a
number of items. After determination of current functioning, we assessed to
which extent the level of functioning at onset of care differed from current
role performance. A reiterative panel study was performed as a first step in
the construction of the instrument, the establishment of the content validity of
these domains. In the development of our instrument we chose an extensive
qualitative procedure in collaboration with a expert panel. Concerning the
description of current role performance, the instrument was reduced from 68
to 30 items. In the final draft, 15 items covered the development of role
performance. 20 items covered the background information, the status and the
position roles.
15.2 Findings of the main study
75.2./ 7Yie main sfudy, f/ie <fasjgn ant/ oè/ecr/ves: CTwpter 7
In Chapter 7 we present the design of the main study. We chose to select four
homogeneous groups with a specified age, sex and marital status at onset of
mental health care. In the main study, information was gathered from patients
and their professionals. The main study was carried out in 1990 and concerns
the testing of the instrument. The first dimension - what the individual has
achieved: the assessment of the achieved social position in terms of status and
position roles - gathers factual information. Therefore, the main study focused
on the reliability and validity of the second dimension, the performance on the
items within the five domains of social role performance. In this part of the
instrument the interpretations of the judges (either researcher or professional)
are more important. Questions dealing with reliability and validity need to be
adressed. The analysis performed and described in the Chapters 8 up to 14 are
subsequently summarized in a logical order. Each analysis is a prelude for the
next analysis.
75.2.2 Tte/jrodMCiM/ry o/fn* raf/ngs: C/iâ/?/er 8
In the main study, our/irsf concern was the reliability and reproducibility of
the coding instruction. Data were generated by coding and recoding the
information obtained from the patients by means of open-ended questions. The
results in Chapter 8 show that the reproducibility was rather good, as most of
the Kappa's were either substantial or good (criteria of behavioral research,
Laundis & Koch, 1977). A number of items were left out of further analyses,
as they proved to be either indiscriminate (as the item "cleanliness own body"),
or irrelevant (as the sub-domain "care for others"). Another problem noticed
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in this chapter was the moderate reliability of the items "sexual practice" and
"experienced problems" in the domain of "sexuality". Quite a number of
vague, indefinite or reluctant answers resulted in substantiate amount of
missing values. We concluded, after performing some further analyses, that
the moderate kappas in these two items were primarily an artifact of the
method of analysis and to a lesser extent an effect of unclear responses.
75.2.5 Consfrucf and confenf va/iV/iry: Cnap/er 9 ant/ Cnap/er 70 ' •'- ^,;
Our .secom/ concern was the validity of the division of the instrument into the
five domains discussed above. In Chapter 9 we performed a number of simple
analyses on the internal consistency of the schedule. Four of the five domains
"self-care", "support", "daily obligations" and "social activities", proved to
reflect distinct levels of functioning within coherent domains. The domain of
"sexuality" proved to contain inconsistent items which were also entirely
independent of the items in the other domains. We concluded that having a
partner and being able to show a intimate and sexual behavior may rather be a
predictor of role performance than a part of the construct. A confirmatory
factor analysis was performed on the data of both professionals and patients
and proved that the remaining four domains provided a valid construct of role
performance, allowing the sum scores to be used in further analyses. This
construct was used in the analyses presented in part IV (the Chapters 11 to 14).
An important conclusion was that the professionals provided the most
consistent information, which may however be an effect of the more global
and distant viewpoint of the professional. The professionals may be expected to
have a more distant and global view of the performance of the patients, leading
to a more global evaluation of the items, and a consequently better consistency.
This is a factor we only can control when the assessment is done by a large
number of professionals and a large number of patients, giving us the
opportunity to correct for specific characteristics which determine the extent
of the professional's knowledge of the role performance of his patients.
Our /n/rd concern was a further assessment of the content validity of the
information. We wanted to know if the observations of the researchers were
shared by the professionals. In Chapter 10 we compared the information
obtained from the patients by means of open ended questions with the
judgments gathered from the professionals by means of precoded items. When
we reckon with a difference of opinion and viewpoint, we may again conclude
that the findings are promising, and that the scores provided by the
professionals and the researchers correlate in a satisfactory manner. At item
level, the concurrence was the best in the most clear-cut domain of "self-care".
Slight differences were observed predominately in domains as "support" and
"social activities", while the domain of "daily obligations" provided some
inconsistencies. At a scale level, the analysis of concordance shows a good
agreement between patients and professionals.
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A correction of these analyses for the selection group, assuming the
professional would know more about some groups than others, yielded no
significant differences. We concluded that, against the background of
contemporary research on judgment of behavior, our results are fairly
promising.
75.2.4 A/ore compter aspects o/va/iaVfy: //if Chapters 77, 72, 73 am/ 74
77ie /ïrsf ana/ys/s of an aspect of external validity was the establishment of the
concurrent validity. Concurrent validity is established by comparison of a
measure to an external criterion The external criterion has to be a validated
measure of the phenomena to be explained. The results presented in Chapter
11 show that the behavior in terms of role performance reported by the
patients reflects their experience of impairments in daily life quite well. For
this purpose, we compared our instrument with an already existing instrument:
the Sickness Impact Profile. Different versions of this instrument were chosen
as an external criterion. The concurrent validity proved to be sufficient.
77ie seco/ia* ana/y.s(.s concerning the construct validity was an analysis of the
discriminative power of the instrument. In Chapter 12 we present a number of
comparisons. These comparisons show that some important differences arise
when we compare the patients with many discrepancies in their position roles
with patients who have fewer discrepancies. The comparison between patients
with and without a partner also revealed clear differences. The a priori
selection, the age and marital status at onset of mental health care, proved to be
less important than we expected. Also, no major differences between men and
women were detected. We may conclude from these analyses that the
instrument discriminates reasonably well between different groups and that the
current achievement of position roles is a powerful indicator of social role
performance as measured with our instrument.
7Vie r/»rd ana/ysis concerns a check of the clinical validity of the instrument at
face-value level. Nine cases with typical patterns of role performance were
selected and a follow-up interview was performed to assess the sensitivity of
the instrument for change. The various comparisons in Chapter 13 show an
important sensitivity for change over time, and also important fluctuations in
the scores obtained from the various cases. :
77ie /o«rr/i ana/ysi.? concerns a comparison of a number of the patients with a
number of matched references with no previous history of psycho-social
complaints, selected from a number of general practices. This analysis shows
that important differences arise when we look at role performance or when we
evaluate the variability of achieved position roles. The difference in the
number and variability of social contacts is less significant. However, our data
only provide information of the structure of the social network, not on its
more important functional characteristics. The main conclusion of this chapter
is that most of the domains show important differences between patients and
references, indicating that the instrument indeed measures deviation.
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15.3 Methodological problems encountered in the study ni ,;i>ui? -jiii
In the current study interpretation of the analysis is influenced by the limited
number of patients included in the main study as well as the substantial amount
of missing values in several domains. Starting with a total of 94 patients which
fit our inclusion criteria 56 patients completed the whole protocol. The
missing values occurred especially in the (sub) domain "taking care of others",
and the domains "support", "sexuality" and "daily obligations". The missing
values occurred for several reasons (also discussed in Chapter 9). The most
important reason was that the patient was reluctant to provide an answer,
which occurred quite often in the domain of sexuality. In a number of cases,
the patient did provide an answer, but the answer proved to be too incoherent
or vague to interpret. Because of these two problems a number of the analyses
were performed on a borderline sized database. Further analysis on
differences between the groups, presented in Chapter 12, showed that the
missing values were not correlated to the diagnosis or the severity of the
mental illness and also randomly spread over the selection groups. This
problem effected especially the more complex analysis, such as the
confirmatory factor analysis (Chapter 9) and the comparison with the healthy
reference population (Chapter 14). The conclusions from these analyses should
be looked upon as hypotheses to be tested in further research, rather than as
definite answers to questions in this study. However, in most of the analyses
the interpretation of the outcome remains feasible.
15.4 Conclusions
The main study shows that we developed an instrument that gathers
information on development of role performance in a reliable and valid way.
The two independent raters of the statements provided by the patients have a
high level of agreement. The main cause of a less impressive level of
agreement on some of the items was a low response rate, which is an effect of
the relatively small number of patients participating in the study.
The agreement between the judgment of the professional and the judgment of
researchers on the information obtained from the patients is satisfactory and
even quite good when compared with the main body of literature on the
judgment of social behavior. Even the assessment of the past provided reliable
and valid information, a finding which is consistent with recent studies dealing
with lifetime-assessment inventories. Our study confirms the current notion
that retrospective assessment can be reasonably reliable if it is related to
specific moments in life, major life events or important changing points. This
finding led to a more specific formulation of the questions dealing with the
past in the current version of the instrument which is applied in the follow-up
study. In the follow-up study we emphasize a consistent specification of both
current as well as past performance. In our experience, professionals often
explore too much the personal feelings and experiences, rather than dealing
concretely with what the patient really does, i.e. his performance.
185
CHAPTER 15 5*A YiiA M*/, Î?
The study further shows that the instrument discriminates reasonably well
between patients with a different level of functioning, a finding we analyzed at
group level and at individual level. The results show that "having a partner" is
an important predictor of the level of role performance as expressed in the
sum score of the domains "self-care", "support", "daily obligations" and
"social activities", a finding consistent with recent research. We may conclude
that role performance can be measured by calculating the scores on the four
domains "self-care", "support", "daily obligations" and "social activities".
When we look at the experience during the field work of the current study and
relate this to recent developments in our field of research we may conclude
that especially when we want to develop an instrument for such a
heterogeneous group as the chronic mentally ill, an open interview covering a
number of domains and embedded concerns is the most promising method of
assessment. An open communication with the patient is the best way to
establish reliable information, because it is less influenced by the patients own
notions or by social desirability. To obtain reliable information this method
requires an extensive training of the interviewer but is best tailored for the
chronic mentally ill.
Finally, the instrument also proved to discriminate well between patient and
healthy sample and proved to have a reasonable concurrent validity. This
indicates that the instrument is sensitive enough to measure deviance, and that
the items indeed represent distinct levels of functioning.
The most powerful differences in role performance between patients and
references is found in the domains "self care" (primarily the young men) and
"support" (primarily the older women) and "social activities" (all groups) and
on items which are related to planning, initiative and dealing with problems
and conflicts.
For use in daily practice, we propose that a feedback of the assessment with the
patient and the professional has to cover:
a. a short overview on current and past status and position roles, thus
providing an insight in major changes in social integration of the patient;
b. a short overview of the social contacts relating these contacts to the various
settings the patient may function in;
c. a short overview of the social role performance and development focusing
at the strong points as well as the dysfunctions of the patient;
d. a summary of the information gathered with this instrument related to the
illness process and the process of disintegration, in order to deduct
rehabilitation efforts.
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Samenvatting en conclusies
Dit boek beschrijft het onderzoek naar de betrouwbaarheid en validiteit van
een instrument ontwikkeld om de hulpverlener te ondersteunen in zijn analyse
van de chronisch psychiatrische patient in ambulante zorg. Het instrument
kreeg de naam: de Vragenlijst Sociale Rolvervulling en Ontwikkeling (The
Social Role Performance and Development Inventory). In de structuur van dit
bœk kunt u deze twee hoofdmoten herkennen. In de hoofdstukken 1, 2, 4, 5 en
6 van dit boek vindt u eerst een verslag van de voornamelijk theoretische
voorstudies en de pilot studies die geleid hebben tot een eerste itemselectie. Dit
wordt samengevat in paragraaf 16.1. In hoofdstukken 8 tot en met 14 treft u
het empirisch gedeelte aan met de bevindingen van de hoofdstudie. Hierin
hebben we gekeken naar de reproduceerbaarheid van de coderingen. We
hebben de interne consistentie (de samenhang tussen de vragen) onderzocht.
Tenslotte hebben we een verschillende kanten van de validiteit (de geldigheid)
van het instrument onderzocht. Dit wordt samengevat in paragraaf 16.2.
Paragraaf 16.3 bespreekt een belangrijk methodologisch probleem, nl. hoe we
om zijn gegaan met ontbrekende antwoorden. In paragraaf 16.4 staan de
conclusies en bespreken we de keuzes die we moeten maken voor we het
instrument in een vervolgstudie in de praktijk implementeren.
16.1 Een samenvatting van de instrumentontwikkeling
In deze dissertatie is gewerkt aan een méthode om hulpverleners inzicht te
geven in de ontwikkeling van de sociale integratie van chronisch psychiatrische
patiënten. In hoofdstuk 1 presenteren we een schets van onze theoretische
overwegingen. We beginnen met een filosofische benadering van de relatie
tussen psychiatrische ziekte en sociale integratie. Deze filosofische benadering
werd door Querido genoemd: het sociale homeostase mechanisme. Dit werd
het theoretisch uitgangspunt van deze studie. Querido's sociaal homeostase
mechanisme gaat er ten eerste van uit dat het individu voor zijn voortbestaan is
aangewezen op geïntegreerd sociaal functioneren met andere individuen.
Indien dit verstoord is, kan hij zichzelf aanpassen of zich buiten de
maatschappij plaatsen, o.a. in ziekte of criminaliteit. Het individu zal zich
buiten de maatschappij plaatsen als de discrepantie tussen individu en omgeving
te groot is. Dit betekent dat ziekte de plaats inneemt van (een deel van) het
sociaal functioneren. Ten tweede gaat de homeostasetheorie er vanuit dat
herstel alleen mogelijk is indien het individu met anderen een coalitie kan
maken. Meer mensen zullen dan met hem de si tua tie willen veranderen, iets
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waartoe hij alleen niet in staat is. Het belang van dit uitgangspunt, dat ziekte
het geïntegreerd sociaal functioneren vervangt, is dat we in de omgang met
patiënten een doel creëren en ons niet vastleggen op de middelen.
Psychothérapie, gezinstherapie, netwerkopbouw en dies meer zijn alien slechts
middelen. In deze theoretische conceptie betekent diagnostiek het maken van
een persoonlijke théorie waaruit naar voren komt welk deel van het sociaal
functioneren door de ziekte wordt vervangen, welke factoren in dat procès een
rol hebben gespeeld en welke factoren beïnvloedbaar zijn, en vervolgens welke
middelen we daarop moeten richten. In deze en tevens onze optiek behoort
sociale rehabilitatie ofwel te werken aan een verandering van het individu,
zodat deze in staat is weer deel te nemen van de maatschappij, dan wel te
werken aan een verandering van de krachten die hebben geleid tot een verlies
van lidmaatschap aan de maatschappij.
Deze visie heeft gevolgen voor de de manier waarmee de hulpverlener met de
problemen van patiënten omgaat. Voordat de hulpverlener een behandelings-
interventie begint, zal hij zich goed dienen te realiseren of wat hij de patient
wil bijbrengen ook toegepast kan worden in de levenssituatie van de patient.
Daarom is het ook noodzakelijk niet alleen aandacht te besteden aan het huidig
functioneren van de patient, maar dit ook te relateren aan inzicht in de
ontwikkeling de sociale integratie van de patient. Deze visie hangt ook samen
met onze keuze over de vorm van het instrument: een open vragenschema
georienteerd op kwalitatieve informatie door de hulpverlener te verzamelen.
Deze méthode is naar onze mening de meest adequate voor het verkrijgen van
betrouwbare infromatie van chronisch psychiatrische patiënten, omdat
daarmee ruimte ontstaat om het gesprek te richten op specifieke onderwerpen.
Het geeft de mogelijkheid het interview op de maat van de specifieke behoeften
van de patient te snijden.
In hoofdstuk 2 wordt beschreven hoe de théorie waar we vanuit gaan,
geoperationaliseerd kan worden. Daarbij worden twee theoretische
tussenstappen gemaakt. Met behulp van de théorie van Ute Gerhardt hebben we
ervoor gekozen om maatschappelijke integratie af te meten aan de vervulling
van positierollen en het hebben van statusrollen. Met behulp van de
socialisatietheorie van Hurrelmann hebben we aangegeven dat het vervullen
van positierollen alleen mogelijk wordt waneer op een vijftal levensgebieden
adequate rolvervulling plaatsvindt. Deze vijf te onderscheiden domeinen zijn:
"zelfverzorging" en "verzorging van anderen", "steun geven", "sexualiteit",
"dagelijkse verplichtingen" en "sociale activiteiten". In tegenstelling tot de
meeste huidige instrumenten richt de vragenlijst zich niet op de afwijking, het
abnormale, de stoornis, maar op datgene wat nog over is van het "normale". In
een gevalsbeschrijving laten we zien hoe een impasse kan optreden in de relatie
van een chronisch psychiatrische patient en zijn directe omgeving. De
gevalsbeschrijving illustreert de toepassing van het instrument in de dagelijkse
praktijk van de zorg.
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76.7.2 Se/ecfte van a*e onJerzoefogroepen: f/00/asfHit i ••'- ' -
Hoofdstuk 3 geeft een overzicht van verscheidene visies op chroniciteit in de
psychiatrie zoals deze in de literatuur worden beschreven. Deze visies worden
door ons gebruikt om een defînitie van chroniciteit te formuleren, die we later
in het onderzoek toepassen. Twee typen chronisch psychiatrische patient
worden onderscheiden:
1. diegenen die langer dan een jaar, maar korter dan twee jaar in zorg zijn
met dysfuncties in meer dan twee van de volgende vier niveaus van
ç; functioneren: somatisch, individueel, in de kleine groep en in de
maatschappelijke verhoudingen;
2. de groep chronisch psychiatrische patiënten, die langer dan twee jaar in
zorg zijn en met dysfuncties in meer dan twee van de genoemde vier
niveaus van functioneren.
De eerste groep benoemen we in dit proefschrift als "verhoogd risco om
chronisch te worden", de tweede als "chronisch". Het hoofdstuk eindigt met
een beschrijving van de onderzoeksgroepen in de verschillende fasen van het
onderzoek. Aan de hand van een aantal sociaal demografische en diagnostische
variabelen tonen we aan dat deze groepen een goede vertegenwoordiging zijn
van de volledige populatie in zorg bij de Sociaal Psychiatrische Dienst van het
RIAGG te Maastricht.
76.7.3 T/ieori'e en conceptae/e de/en/f/es:
In hoofdstuk 4 werken we het theoretisch raamwerk uit. In dit theoretisch
raamwerk relateren we een aantal begrippen aan elkaar. Het bereiken van
sociale rollen in termen van status- en positierollen (wat heeft iemand bereikt),
koppelen we aan de begrippen rolinvulling (wat doet iemand, concreet, op de
bovenstaande domeinen) en roltransities (hoe liggen de overgangen door het
leven heen). Deze algemene begrippen relateren we aan de
levensgeschiedenissen van chronisch psychiatrische patiënten. Na een
uitgebreide overweging van relevante theorieën onderscheiden we twee
dimensies bij de invulling van het begrip sociale roi:
7. JVa/ nee/ir nef /nâïvia'u èere/it/? We onoerJfcenne/j fwee in<//caforf/t van
een paf/ënf fcere/fo nee/f m fermen van soria/e /nfegraf/e:
a. nefaanra//wwmer0//en;
ft. /ie/ aanfa/ soria/e confacfen.
2. //oe wera'd/V ftere/it/ ? We onderycneûfen vy/"do/ne/nen van wcia/i ro/ver-
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Tenslotte werken we in dit hoofdstuk het raamwerk uit in een theoretisch
model, waarin we het concept van sociale rolinvuling en rolontwikkeling
verbinden met het begrip rehabilitatie. . ,
Hoofdstuk 5 geeft een vergelijking van ons theoretisch raamwerk met de
huidige stand van zaken in de literatuur. Een selectie van de meest relevante
instrumenten op het gebied van de beoordeling van het sociaal functioneren in
de psychiatrie passeren de revue. We concluderen dat alleen een enkel
instrument voldoet aan zowel onze practische als onze theoretische criteria.
Een aantal instrumenten komen tegemoet aan ons belangrijkste critérium: komt
de rolvervulling overeen met de verwachtingen van de omgeving". Deze
instrumenten missen echter een ander essentieel kenmerk, namelijk een
inventarisatie van de mogelijkheden van de patient. Deze instrumenten richten
zich alien op tekortkomingen zonder in te gaan op de mogelijkheden van de
patient. Slechts een enkel, recent ontwikkeld instrument, voorziet in een
betrouwbare inventarisatie van de ontwikkeling van de patient op het gebied
van het sociaal functioneren. Tenslotte zijn meeste instrumenten geconstrueerd
met behulp van empirische gegevens, zonder een goed gefundeerde théorie.
We concludeerden dat we een kort, zo eenvoudig mogelijk, praktisch
bruikbaar, en betrouwbaar instrument dienden te ontwikkelen, welke een
waarde heeft voor het volgende doel: een inventarisatie en beoordeling van de
huidige sociale rollen en de ontwikkeling van de sociale rolvervulling door
hulpverleners.
76.7.5 7tem se/ecf/e proce^Mre: f/oo/tfrtuit 6
In hoofdstuk 6 presenteren we de concrete operationalisatie van het instrument
in de dimensies "£ere/A:te 5ïaf«5 en pos/fiero/Ze/i" en"onfw/jfcA:e//ng van
ro/invn//i>ig". In dit hoofdstuk bespreken we vervolgens de selectieprocedure
van de items in de vijf domeinen van sociale rolvervulling. We hebben elk van
de domeinen met behulp van een aantal items gemeten. Nadat het huidig
functioneren van de patient was bepaald, inventariseerden we het verschil
tussen het huidig functioneren en het functioneren in de période rond de
aanvang van de hulpverlenings-geschiedenis.
Het hoofdstuk bespreekt vervolgens de resultaten van een herhaalde
panelstudie. Deze studie was de eerste stap in de validering van de constructie
van het instrument: het bepalen van de inhoudsvaliditeit. In deze stap keken we
met name naar de afgrenzing van de domeinen. In samenwerking met een
panel van ervaren hulpverleners en senior-onderzoekers hebben we getracht
items te selecteren die zouden kunnen differentiëren tussen mensen met een
verschillend niveau van functioneren in de onderscheiden domeinen. In
verscheidene rondes werd het instrument ingekort en bijgeschaafd. Wat betreft
de beschrijving van de huidige rolvervulling werd het instrument ingekort van
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68 naar 30 items. In de versie die in de hoofdstudie is gebruikt dekten
vervolgens 15 items de rolontwikkeling en 20 items de achtergondgegevens, de
status en de positierollen.
16.2 Bevindingen van de hoofdstudie • ••
76.2.7 Z)e /ioo/(iyf«f/ie, on/w/p e« Joe/en: //00/ifcfHJt 7
In hoofdstuk 7 bespreken we de opzet van de hoofdstudie. We hebben er voor
gekozen vier homogène groepen te selecteren uit de patiënten in behandeling
bij de Sociaal Psychiatrische Dienst van de RIAGG Maastricht. In de
hoofdstudie vergaarden we de informatie bij patiënten en hulpverleners. De
hoofdstudie werd uitgevoerd in 1990 en richt zich op het testen van
verscheidene betrouwbaarheids- en validiteitskenmerken van het instrument.
Het eerste gedeelte van de vragenlijst - wat heeft het individu bereikt in termen
van status- en positierollen - verzamelt feitelijke informatie. De hoofdstudie
richt zich daarom voornamelijk op de betrouwbaarheid en validiteit van het
tweede gedeelte, het voldoen aan de items in de vijf domeinen van sociale
rolvervulling. Hierbij speelt de interpretatie door de hulpverlener een grotere
rol en worden vragen naar betrouwbaarheid en geldigheid belangrijker. In
hoofdstuk 7 geven we tevens een korte samenvatting van de analyses die in de
daaropvolgende hoofdstukken 8 tot en met 14 volgen. Iedere analyse in de
studie is te beschouwen als een logische stap in de verdere beoordeling van de
betrouwbaarheid en de geldigheid van het instrument.
76.2.2 Ttepro^Mceerbaar/ie/V/ van Je corfer/«ge«: //oo/i/tfwifc 8
In de hoofdstudie was onze eerste zorg de betrouwbaarheid. Dat betekent: in
hoeverre zijn de codes herhaalbaar. Als ik een vragenlijst aan twee
onafhankelijke codeurs voorleg, komen beiden tot dezelfde scores? De
resultaten in hoofdstuk 8 laten zien dat de herhaalbaarheid van de coderingen
behoorlijk te noemen is. De Kappa's - een vrij strenge maat van
overeenstemming - zijn substantieel tot goed. In de daaropvolgende
hoofdstukken hebben we een aantal items uit de verdere analyses weggelaten,
omdat ze binnen de onderzochte populatie niet discrimineerden (zoals
bijvoorbeeld het item zichzelf wassen). Andere items hebben we niet
meegenomen omdat ze te weinig van toepassing waren in de onderzochte
populatie (zoals de items in het deelgebied verzorging van anderen).
Een belangrijk punt dat opviel was de wat matige betrouwbaarheid van de
items "uiting sexualiteit" en "ervaren problemen op gebied van sexualiteit":
vage, onduidelijke of afwijzende antwoorden resulteerden in vele onbekende
waarden. Toch hebben we besloten het domein wel in de daaropvolgende
analyse te betrekken, omdat de matige Kappa's niet alleen het gevolg waren
van onduidelijkheden in de antwoorden, maar ook samenhingen met de wijze
waarop we de analyse hebben uitgevoerd.
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76.2.5 Co/tsfrMCf en inn0«tf/sva//Y//fejr: //00/ii.srKA: 9 en //00/ii.staA: 70
Onze fweede zorg was de geldigheid (validiteit) van de opdeling van het
instrument in de vijf bovenvermelde domeinen. In hoofdstuk 9 beschrijven we
een aantal eenvoudige analyses naar de interne consistentie van het instrument.
Vier van de vijf domeinen - te weten zelfverzorging, steun geven, dagelijkse
verplichtingen en sociale activiteiten - bleken verschillende nivo's van
functioneren weer te geven binnen intern goed samenhangende domeinen. Het
domein sexualiteit bleek minder consistente items te bevatten, die ook in het
geheel onafhankelijk waren van de andere domeinen. We concludeerden dat de
aanwezigheid van een partner en het uiting geven aan sexualiteit eerder
voorspellers zijn van een goede rolvervulling, dan dat ze deel uitmaken van
ons construct. Behalve deze eenvoudige analyses voerden we een
"Confirmatorische Factor Analyse" uit op de gegevens van zowel de
hulpverleners als de patiënten. Deze analyse liet zien dat het model niet
verworpen werd, en dat de vier domeinen een redelijk valide construct
vormen van sociale rolvervulling. Deze conclusie gaf ons de gelegenheid de
somscores van de vier domeinen zelfverzorging, steun geven, dagelijkse
verplichtingen en sociale activiteiten toe te passen in de verdere analyses, die
we in de laatste hoofdstukken van dit boek bespreken.
Een tweede conclusie was dat de hulpverleners het meest consistente
antwoordenpatroon lieten zien. Echter, van hulpverleners mag een meer
afstandelijk en globaal oordeel verwacht worden. Dit leidt tot een globalere
evaluatie van de items, en dientengevolge tot een betere consistentie. Dit
gegeven kunnen we alleen controleren als we het instrument toepassen op een
groter aantal hulpverleners die daarmee een groter aantal patiënten
beoordelen, dan waaraan we toekwamen in deze studie. Dan kunnen we ook
rekening houden met specifieke factoren die van invloed zijn op diepgang in de
kennis van de hulpverlener over zijn patiënten op het gebied van sociale
rolvervulling.
Onze Jerrfe zorg was de inhoudsvaliditeit van de informatie die we met behulp
van het instrument hebben verzameld. We wilden weten of hulpverleners
vergelijkbare beoordelingen gaven als de onderzoekers uit de interviews met
de patient haalden. In hoofdstuk 10 vergeleken we de informatie, die we
verkregen via de open vragen in de patiëntenversie van het instrument, met de
gecategoriseerde beoordelingen van de hulpverleners. Als we rekening houden
met verschillen van positie en visie, kunnen we concluderen dat de
overeenkomsten tussen beide redelijk goed te noemen zijn. Op itemnivo was de
overeenkomst het beste in het meer concrete domein van zelfverzorging. We
observeerden geringe verschillen in de domeinen steun geven en sociale
activiteiten, terwijl het domein van dagelijkse verplichtingen meer verschillen
liet zien. Kijkend naar de vijf domeinen laten de analyses zien dat er een goede
overeenkomst is in het antwoordenpatroon van patiënten en hulpverleners.
Eindconclusie was dat de resultaten veelbelovend zijn, met name tegen de
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achtergrond van huidig onderzoek op het gebied van de beoordeling van
sociaal gedrag.
76.2.4 Meer comp/exe fcenmerfcen van va/ùftte/r; //ao/ifcftifc 7/, 72, 7i en74 fîRi-
De eersfe a/ia/j^e van een aspect van de validiteit betrof "de concurrente
validiteit". Concurrente validiteit wordt bepaald door een meetinstrument met
een extern critérium te vergelijken. Dit extern critérium moet een geldige en
gevalideerde maat zijn van de fenomenen die men wil meten. Als
vergelijkingsmaat hebben we de in het Nederlands vertaalde versie van de
Sickness Impact Profile (De Witte, 1987) genomen. De resultaten in hoofdstuk
11 laten zien dat het instrument, dat wij als vergelijkingsmaat hebben gekozen,
gevoelig genoeg is om afwijkingen van het normale in onze selectie van
patiënten te meten. Verder zien we dat gedrag in termen van rolvervulling
redelijk samenhangt met beperkingen die in het dagelijks leven worden
ervaren. De concurrente validiteit met het gekozen externe critérium, de
Sickness Impact Profile is voldoende te noemen.
De ftveede ana/yse van een aspect van de validiteit betrof het "discriminerend
vermogen" van het instrument. In hoofdstuk 12 presenteren we een aantal
vergelijkingen. Deze vergelijkingen laten belangrijke verschillen zien als we
patiënten met vêle discrepanties in de vervulling van hun positierollen
vergelijken met patiënten met weinig discrepanties. De vergelijking tussen
patiënten met en zonder een partner liet ook duidelijke verschillen zien. De a
priori selectie, gebaseerd op leeftijd, geslacht en burgerlijke staat bij aanvang
van hulp, gaf minder belangrijke verschillen dan we op grond van de
pilotstudies verwachtten. Tenslotte vonden we geen belangrijke verschillen
tussen mannen en vrouwen. We concluderen uit deze analyses dat het
instrument redelijk gœd differentieert tussen de verschillende groepen, en dat
vooral de huidige vervulling van positierollen een belangrijke indicatie geeft
van sociale rolvervulling zoals gemeten met ons instrument.
De Jert/e a/zû/yse ging over de klinische waarde van het instrument: geeft het
instrument ook verschillen weer tussen patiënten binnen een groep. We
selecteerden negen casussen. We voerden ook ongeveer een jaar na dato van
het eerste interview een follow-up interview uit, om een indruk te krijgen van
de gevoeligheid van het instrument voor veranderingen. De vergelijkingen
gepresenteerd in hoofdstuk 13 laten een gevoeligheid van het instrument voor
veranderingen over de tijd zien, en ook duidelijke fluctuaties in de scores
verkregen in de verscheidene casussen.
De v/errfe ana/yse betreft een vergelijking van een deel van de patiënten met
een aantal gematchte "gezonde" proefpersonen zonder psychosociale klachten
in de anamnese. Deze proefpersonen werden geselecteerd uit de geiirbaniseerd
praktijken van het Registratie Net Huisartsenpraktijken en uit een perifere
praktijk in Gelderland. In hoofdstuk 14 laten we zien dat er belangrijke
verschillen zijn tussen de patiënten en de proefpersonen als we kijken naar de
sociale rolvervulling of als we kijken naar het aantal en de variabiliteit in de
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positie rollen. Het aantal en de variabiliteit van de sociale contacten laat minder
duidelijke verschillen zien. Echter, onze gegevens geven alleen informatie over
structurele kenmerken van het netwerk, niet over functionele kenmerken van
het netwerk. De belangrijkste conclusie van dit hoofdstuk is dat de meeste
domeinen duidelijke verschillen laten zien tussen patiënten en "gezonden", wat
aangeeft dat het instrument inderdaad een verschil meet.
16.3 Methodologische problemen die we in de studie ''•''" '-' ' 5 -'
tegenkwamen <y
In deze studie wordt de wijze waarop we de data konden analyseren en
interpreteren, beinvloed door het beperkte aantal patiënten die deelnamen
evenals het behoorlijke aantal onbekende waarden (missing values) in sommige
domeinen. Van de 94 patiënten die voldeden aan de insluitcriteria hielden we
56 patiënten over voor de analyses. De onbekende waarden kwamen vooral
voor in het (sub) domein "verzorging van anderen" en in het domein
"dagelijkse verplichtingen", maar ook in de domeinen "steun geven" en
"sexualiteit". Deze onbekende waarden kwamen om verschillende redenen
voor (zie ook hoofdstuk 9). De belangrijkste reden was dat de patient de
informatie niet wenste prijs te geven, zoals in het domein sexualiteit een aantal
malen is gebeurd. In een aantal gevallen gaf de patient wel antwoord, maar dan
was het antwoord te onsamenhangend of te vaag om een interpretatie toe te
laten. Als gevolg van deze twee problemen werden een aantal analyses
uitgevoerd op een databestand dat maar net aan de statistische eisen voldoet.
Verdere analyses op verschillen tussen groepen zoals we in het kort aanstippen
in hoofdstuk 11, laten evenwel zien dat de onbekende waarden niet specifiek
samenhangen met de diagnose, de ernst van de stoornis, of met een van de
selectiegroepen. Deze problemen hadden vooral gevolgen op de
interpreteerbaarheid van de complexere, multivariate analyses, de
"Confirmatorische Factor Analyse" die we in hoofdstuk 9 laten zien, en de
vergelijking met de "gezonde" referentiegroep die we in hoofdstuk 14
bespreken. De conclusies van deze analyses moeten daarom eerder gezien
worden als hypothèse vormend dan als definitieve antwoorden op vragen in
deze studie. De meeste analyses zijn echter goed te interpreteren. We
beschouwen de meeste bevindingen van de meer simpele univanate analyses
sterk genoeg om de conclusies mee te nemen in de verdere ontwikkeling van
het instrument.
16.4 Conclusies
De studie laat zien dat we een instrument ontwikkeld hebben dat betrouwbare
en valide informatie verzamelt. De twee onafhankelijke codeurs die de
uitspraken van patiënten scoorden, laten een behoorlijk goede overeenkomst
zien. Sommige vragen uit het instrument waren slechts op een klein aantal
respondenten van toepassing. Dit is de belangrijkste reden van minder goede
resultaten op enkele onderdelen van het instrument. Daarom is de volledige
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subdimensie "zorg voor anderen" weggelaten uit de verdere analyses. Het
oordeel van de hulpverleners en het oordeel van onafhankelijke onderzoekers
over het functioneren van de patient laat een behoorlijke mate van
overeenkomst zien, zeker als we onze resultaten vergelijken met hedendaags
onderzoek op het gebied van beoordeling van sociaal gedrag.
Zelfs de inventarisatie van retrospectieve informatie leverde betrouwbare en
valide informatie. In die zin bevestigt deze studie de huidige lijn in de
literatuur, waarin gesteld wordt dat een betrouwbare retrospectieve
beoordeling van het functioneren wel degelijk mogelijk is als het gerelateerd
wordt aan specifieke momenten in het leven, bijvoorbeeld belangrijke
levensgebeurtenissen of belangrijke veranderings-momenten in het leven. Dit
gegeven (uit recent onderzoek) heeft geleid tot een meer specifieke uitwerking
van de onderdelen van de vragenlijst die op het verleden ingaan in de versie
van het instrument welke in de vervolgstudie wordt toegepast. In de toepassing
van het instrument in de vervolgstudie benadrukken we het belang van een
consistente méthode van doorvragen en concretisering van zowel het huidig
functioneren als het functioneren in het verleden. In onze ervaring hebben
hulpverleners vaak de neiging sterk in te gaan op persoonlijke gevoelens,
ervaringen en belevingen, zonder expliciet in te gaan op dat wat de patient
daadwerkelijk doet, met andere woorden zijn rolvervulling.
De studie toont vervolgens aan dat het instrument vrij goed discrimineert
tussen patiënten met verschillende niveaus van functioneren, een gegeven dat
we zowel op indivdueel als op grœps niveau hebben geanalyseerd. De
resultaten van hoofdstuk 12 laten zien dat het hebben van een partner een
belangrijke voorspeller is van het niveau van sociaal functioneren blijkend uit
de somscores van de domein "zelfverzorging", "steun geven", "dagelijkse
verplichtingen" en "sociale activiteiten", een bevinding die ook consistent is
met recent onderzoek op dit gebied. We kunnen concluderen dat het huidige
niveau van rolvervulling goed wordt weergeven in de somscore van de vier
domeinen "zelfverzorging", "steun geven", "dagelijkse verplichtingen" en
"sociale activiteiten". "Sexualiteit" (c.q. de partnerrelatie) bleek een
onafhankelijke voorspeller te zijn van dit construct.
Als we kijken naar de ervaring opgedaan in het veldwerk van deze studie en
dit vergelijken met recent ontwikkelingen op ons terrein van onderzoek,
kunnen we concluderen dat als we een instrument willen ontwikkelen voor een
dergelijke hétérogène groep als de chronisch psychiatrische patient, een open
interview met aandachtspunten de meest veelbelovende méthode is. Een open
communicatie met de patient is de beste wijze om betrouwbare informatie te
verkrijgen, omdat door een goede training van de interviewer het risico op
beïnvloeding door de eigen interpretaties van de patient of de neiging tot het




De analyses lieten tenslotte zien dat het instrument goed discrimineert tussen
patienten en een gezonde referentiepopulatie. Dit geeft aan dat het instrument
gevoelig genoeg is om een afwijking van het normale te meten, en dat de items
inderdaad - afgemeten aan een externe maat - verschillende niveaus van
functioneren weergeven. De sterkste verschillen in rolvervulling tussen de
patienten en de referentiepopulatie van gezonde proefpersonen werd gevonden
in de domeinen "zelfverzorging" (voornamelijk bij de jonge ongehuwde
mannen), "steun geven" (voornamelijk bij de oudere gehuwde vrouwen) en
"sociale activiteiten" (in aile groepen), maar ook bij items die in gaan op
planning, initiatief en de omgang met problemen en conflicten.
Voor het gebruik in de dagelijkse praktijk van de zorg stellen we voor dat een
terugkoppelling met patient en hulpverlener de volgende aspecten moet
behandelen:
a. een kort overzicht van de huidige en vroegere (maximaal bereikte) status en
positierollen, om zo inzicht te krijgen in veranderingen in de maatschap-
pelijke integratie van de patient;
b. een kort overzicht van de sociale contacten gerelateerd aan de verschillende
situaties waarin de patient zich beweegt;
c. een kort overzicht van de sociale rolvervulling en -ontwikkeling die zich
richt op de sterke maar ook de zwakke punten in het functioneren van de
patient;
d. een samenvatting, waarin de bovenstaande infromatie wordt gerelateeerd
aan de het verloop van de ziekte en het procès van sociale (des)integratie,
om daaruit de noodzakelijke rehabilitatie intervenues af te leiden.
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1. Ongehuwde man bij begin hulpvraagcarrière.
niet toegekomen aan sexuele intimrtertsrelatie in de adolescentie; '."7
- sexuele relatielegging nog steeds een sociale functiestoornis en wens tot relatieleggen blijft bestaan; '.'£
- terugtrekgedrag in het gezin van herkomst, bij lamilie of in het pensiontehuis; "';.. .,
nauwelijks in staat tot zelfstandigheid in huishoudelijke taken, werk, studie. ' ' '
Hulpvraagcarrière: lang tot zeer langdurend; psychotische decompensaties; leaving home, routine dagstructuur,
bewaking expressed emotion, leren omgaan met hallucinaties, medicijn.
2. Ongehuwde man bij begin hulpvraagcarrière.
- na teleurstelling in de intimrtertsrelatie waarbij wel coitus-contact heefi plaatsgevonden is deze wens tot het
aangaan van een nieuwe relatie opgegeven of wordt met veel rationalisâmes afgewezen of vermeden;
- kunnen zich redelijk zelfstandig handhaven qua huishoudelijke taken, werk en studie.
Hulpvraagcarrière: middellang; neurotische decompensaties. - • . . . .
3. Ongehuwde man bij begin hulpvraagcarrière. ' • ' ' ' -
- urt het gezin van herkomst weggelopen of weggestuurd voor het 18e jaar (rondom 15e);
zeer wisselend arbeidsverloop en wisselende relaties;
- vaak overmatig alcohol- en druggebruik.
Hulpvraagcarrière: korte périodes en hemalingen, vaak persoonlijkheidsstoornissen; support bij voorzieningen,
structuur werk e.d.
4. Gehuwde man bij begin hulpvraagcarrière.
een reeds jaren durende arbeidsproblematiek, verweven met somatisch functionele klachten en somatische
fixatie;
• het verlies van werk (meestal via afkeuring WAO of vervroegd pensioen) wordt negatief beleefd of vanwege
onheus behandeld voelen, of vanwege rolverlies en verlies waardering e.d.;
het geheel van gedraging en gebeurtenissen hebben een negatieve invloed op de huwelijksrelatie.
Hulpvraagcarrière: langdurend; somatische fixatie; compensatie in een of andere gewaardeerde rol.
5. Gehuwde man bij begin hulpvraagcarrière.
- intimiteitsrelatie in huwelijk (sexualiteit) verstoord en bedreigd met het verlies van werk en/of bedreigd met
financiële problemen;
- alcoholgebruik/verslaving/te veel gebnjik reeds gedurende lange tijd (jaren).
Behandeling is gericht op consequenties drankgebruik zoals problemen werk lichamelijke ziekien, huwelijks-
problemen, andere sociale conflicten. Vraag om support en belangenbehartiging, niet om verandering eigen
problemen of drankgebruik.
Hulpvraagcarrière: wisselende instellingen; hulpverlening richten op belangenbehartiging; dit heeft nog het
meeste succès.
6. Gescheiden man bij begin hulpvraagcarrière.
- problemen met verzorging in huishoudelijke zin en/of zeggenschap t.a.v kinderen en/of behuizingsproblemen;
- vrouw, in het beleven van de man, vrij onverwacht weggelopen van huis en het inrtiatief tot de scheiding ligrt bij
de vrouw.
Hulpvraagcarrière duurt zolang tot het vinden van een nieuwe partner duurt: hulpverlening richten op compensatie
geleden verliezen en rouwverwerking.
7. Gescheiden vrouw bij begin hulpvraagcarrière.
- problemen met financièle mogelijkheden eiVof sociale contacten;
- het zelfstandig bestaan als alleenstaande al of niet met kinderen schrikt ze af en ze blijven zoeken naar een
nieuwe partner;
- de agressie t.a.v. de ex-man is minder groot dan de angst alleen te blijven (bij de gescheiden man is dit eerder
omgekeerd).
Hulpvraagcarrière: lang, vaak tot dat nieuwe partner is gevonden: hulpverlening richten op de compensatie van
geleden verliezen en belnvloeding van selfesteem.
8. Alleenstaande oudere vrouw bij begin van de hulpvraagkarriere.
- sterk vereenzaamd, dwz. slechts een enkel sociaal contact;
- nauwelijks in staat op behoorlijke wijze het huishouden te organiseren en te onderhouden;
paranoïde verschijnselen, meest wanen als vorm van psychopathologie;
- gesteld op zelfstandigheid.
Hulpverlening: in de vorm van gezinshulp en relatie met enkele sociale contacten stimuleren. Medicatie meestal
niet mogelijk wegens gebrek aan compliance.
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9. Gehuwde vrouw aan het begin van de hulpvraagcarrière. . ; / ; * ! / * • - ' • ' " • • /
- huwelijksrelatie wordt als problematlsch ervaren met geringe intimiteit;
- huwelijksrelatie staat mede onder druk van stress van buitenaf (verandering financiën of rol man, of stress
vanuit reeds lang durend slecht passend parlnerschap b.v andere milieus van herkomst, of stress van binnen
het gezin (ziekie kinderen));
• roK/erlies of rolverandering in het gezin met weinig aKernatieven buiien het gezin noch in het gezin, geeft ook
onvrede over de rolverdeling;
- lichamelijke klachten en depressieve of paranoïde denkinhouden. • . ' \ - i jv
Hulpverlening: gericht op compensatie rolveriies. " <, ,V« ,''.
10. Gehuwde vrouw bij het begin van de hulpvraagcarrière. :••'?••> > </v-
- zwakbegaafd of debiel;
- kan taak in haar huishouden en/of opvoeding kinderen niet meer aan nadat een steunfiguur is weggevallen of
als gevolg van een doorgemaakte verzwakkende ziekteperiode;
- angst voor positie- en rolverlies doet hen ontkennen dat ze hun taak niet meer aankunnen. Deze ontkenning
is enigszins gesteund door de omgeving die vindt dat ze het niet meer aankunnen, zodat er ook geen
oplossing wordt gezocht.
Hulpverlening: herstel van oorspronkelijk evenwicht voor het verlies van steunfiguur door vervanging of
ondersteuning in taken zonder confrontatie zelf aan te gaan. ., . „,,
11. Ongehuwde vrouw bij het begin van de hulpvraagcarrière.
- probleemgeschiedenis begint tussen de 12 en de 18 jaar;
- is tussen de 12 en de 18 jaar uit het gezin van herkomst weggelopen of weggeplaatst, of heeft in het gezin van
herkomst een te belastende taak opgekregen gezien de leeftijd;
- heeft niet geleerd conflicten op te lossen, geeft blijk dat ook slecht te kunnen en conflicten worden niet in
harmonie opgelost: er is hulp van buitenaf bij nodig;
- een geringe frustratietolerantie;
- kan wel relaties leggen maar deze zijn niet hecht of houden niet lang stand.
Hulpverlening: gericht op structurering en belangenbehartiging.
12. Ongehuwde vrouw bij het begin van de hulpvraagcarrière. ^
- psychotisch gedecompenseerd in late adolescentie;
- niet in staat zelfstandig te functioneren, afhankelijk van de zorg van anderen (moeder, gezinszorg, pension).
Hulpverlening?
13. Vrouw waar de hulpvraag begonnen is na een traumatisch ervaren verandering in het leven of een
gebeurtenis.
- deze gebeurtenis wordt als centraal probleem in de eigen problematiek ervaren (maar is pas bekend na
geruime tijd in de hulpverlening);
- deze gebeurtenis heeft niet zoveel aandacht gekregen in de hulpverlening zodat het nog onverwerkt zijn van
de gebeurtenis opvalt.
Hulpveiiening: inhalen van emotionele verwerking van gebeurtenis en uitbreiden van intéresse in eigen psychisch
functioneren zonder confrontatie maar als verbreding van geinteresseerd raken in eigen beleven.
Stap 1 in de indelingsprocedure behelst het vaststellen van de hoofdgroep, aan de hand van leeftijd, geslacht en
burgerlijke staat bij aanvang van de hulpverlening.
Stap 2 behelst het vergelijken met de bovenstaande omschrijvingen.
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Allereerst worden de algemeen demografische gegevens en de Sickness Impact Profile door, dan wel samen met
de client ingevuld. Vervolgens worden deze gegevens door de hulpverlener aangevuld, die dan tevens een
diagnose volgens de DSW-III toekent, medische gegevens verstreki en de Foulds index, BPRS evenals de SFCL
invult. Het invuilen van de achtergrondgegevens samen met de client vergt een gesprek van een uur. In twee tot
drie gesprekken van een uur wordt de Vragenlijst ter beoordeling van de Sociale Rolvervulling & Ontwikkeling met
de client dan wel met de hulpverlener doorgenomen.
1. INLEIDING HANDLEIDING
De handleiding is bedoeld als naslagwerk voor hulpverlener en onderzoeker: als basis voor het standaard invuilen
van het instrument. Het gaat in dit instrument om een globale beoordeling van de sociale rolvervulling aan de hand
van bepaalde handelingen of bepaald gedrag door de client. Omdat het in de sociale aanpassing bij chronische
cliënten gaat om een résultante van een ontwikkeling door de jaren heen wordt ook deze ontwikkeling op een
globaal nivo nagegaan. Verondersteld wordt dat meer inzicht in de patronen waarlangs deze ontwikkeling zich
voltrekt aangrijpingspunten kan geven voor de behandeling. Het instrument is in de eerste plaats bedoeld als een
aanvulling op de huidige diagnostiek van de chronisch psychiatrische client. Scoring van het instrument is pas
mogelijk als de hulpverlener de client goed kent. Daarom wordt, zeker in de fase waarin het instrument wordt
ontwikkeld, als minimum de termijn van tenminste een half jaar behandeling aangehouden. De procedure waarin
het instrument wordt afgenomen is als volgt:
1. Uitleg aan de hulpverlener over het instrument met behulp van deze handleiding.
2. De onderzoeker neemt met de hulpverleners de vragen door in een eerste interview.
3. Een tweede interview waarin de openstaande vragen uit het eerste interview worden aangevuld en
gecompleteerd.
In deze handleiding worden eerst een aantal algemene definities beschreven en een aantal algemene richtlijnen
aangegeven hoe het instrument is opgebouwd. Er wordt ingegaan waaraan voldaan moet worden om tot scoring
over te gaan. Vervolgens wordt elk item apart besproken en een scoringsadvies gegeven. Dit scoringsadvies
wordt met voorbeelden toegelicht. Allereerst is van belang te weten wat een rol is en hoe wij deze meetbaar
hebben gemaakt.
2. WAT IS EEN ROL
In het procès van socialisatie, van ontwikkeling en inpassing in je sociale omgeving (maatschappelijke integratie)
vindt een ontwikkeling plaats, waarbij met het veranderen van wat je bent en wat je doet (veranderen van kind
naar volwassene, gaan werken en trouwen) de verwachtingen veranderen die aan je gedrag worden gesteld.
Deze verandering van verwachtingen vinden het eerst plaats in het eigen gezin. Hier zijn de eisen nog niet zo
hoog en bestaat een zekere flexibiliteit en variatie ten aanzien van de verwachtingen. Later bij inpassing in
complexere sociale systemen (kennissen c.q. vriendenkring en arbeidssituatie) zijn de eisen doorgaans hoger,
terwijl de flexibiliteit en variatie geringer is. Dit procès vindt plaats in het spanningsveld tussen de individuele
wensen en de bewegingsruimte die het individu door zijn sociale omgeving gegeven wordt. De sociale omgeving
vormt de structuur voor het menselijk handelen. Sociaal verkeer vindt plaats in rollen. Een rol wordt gedefinieerd
als een samenhangend geheel van gedragingen, die kenmerkend zijn voor een sociale relatie. Een voorbeeld is
de rol als ouder: om een goed ouder te zijn moet je een goed voorbeeld zijn voor je kinderen, normen en structuur
kunnen aanbieden zodat het kind weet waar het aan toe is, je moet verantwoordelijkheid leren nemen en met
anderen leren omgaan om je zelfstandig te ontwikkelen. De definrtie van rol zoals in het instrument is als volgt:
De rol wordt beschouwd als het gedrag dat gerelateerd is aan een beperkte interactie met andere mensen.
Een sociale rol betreft de combinatie van verwachtingen met betrekking tot gedrag in een welomschreven
sociale positie met de activiteiten die de actor daarin vervult. Met andere woorden, een rol is de activiteit van
een persoon in een bepaalde positie waaraan omschreven verwachtingen kunnen worden toegekend.
Verwachtingen veranderen naarmate men zich naar een andere status ontwikkelt (b.v. die van kind naar
volwassene). Het uitvoeren van de sociale rollen die passen bij de ontwikkelde status typeren de
maatschappelijke integratie. Het niet uitvoeren van de sociale rollen die bij een status worden verwacht markeren
de (mate van) sociale of maatschappelijke desintegratie. Om de verwachtingen te relateren aan "de plaats in de
maatschappij" wordt aangesloten op de sociologische begrippen zoals statusrol, positierol en situatierol.
Deze begrippen rangschikken de duurzaamheid van de verwachtingen aan een rol gesteld. Status-, positie- en
situatierollen zijn abstracties die het kader bepalen van het dagelijks handelen. Onder statusrol wordt begrepen
de typering die aan iemand gegeven wordt als je beschrijft wat hij/zij "is" in een bepaalde levensfase, zoals
bijvoorbeeld de "jongere man" of de "oudere vrouw". Dit is een typering die op ledereen toepasbaar is en markeert
de ontwikkeling die je als mens onontkoombaar meemaaki. Onder positierollen worden duurzaam verkregen rollen
in het dagelijks leven begrepen zoals "gehuwde", "buschauffeur" maar ook "vader"; rollen waaraan je
verwachtingen stelt. Onder situatierollen worden de rollen in situaties in het dagelijks leven begrepen die in de
directe interactie met andere mensen ontstaan zoals "groepsleider", "groepslid"; rollen waaraan geen hoge
verwachtingen worden gesteld. De vervulling van de situatierollen bepalen wel welke positierollen je op den duur
kunt innemen: een geboren leider wordt directeur of voorzitter. Evenals dat je status bepaalt welke positierollen je
kunt innemen. De situatierollen zijn in het onderzoek verder geen punt van aandacht. Het gaat immers bij
chronische cliënten om zaken die zich op de lange duur ontwikkelen.
Resumerend: het vaststellen van iemands statusrol geschiedt aan de hand van geslacht, leeftijd, burgelijke staat
en etnische achtergrond. In onze samenleving wordt verwacht dat de persoon een bij die status passend aantal
positierollen uitvoert (echtgenoot, moeder, werknemer etc.).
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3. DE BASISGEBIEDEN VAN DAGELUKS FUNCTIONEREN
Om te beoordelen of iemand de positierol werkelijk vervult, hebben wij een vijftal basisgebieden voor de roi-
uitvoering geselecteerd. Bij deze basisgebieden kan men van mening verschillen of het een capacilert, een ideaal
of een verworvenheid is. Waar het ons om gaat is of mensen het verwachte gedrag in deze basisgebieden
uitvoeren. Kortom verzorgen ze zichzelf of een ander, ja of neen, geven ze steun, ja of neen, etc. We zijn van
mening dat informatie over deze basisgebieden noodzakelijk is om een oordeel te vellen over de rollen die de
client vervult. Het functioneren in deze basisgebieden vormen een randvoorwaarde voor de vervulling van de
positierolien Basisgebieden zijn:
1. verzorging: zelfverzorging en verzorging van anderen;
2. hechting en steun: aan ouders, belangrijke anderen, partner en gezin; '*>•-••>••«* i'«»i •  •'••*« *»'•-! c • H
3. sexualiteit: ontwikkeling van sexualiteit en vervulling van sexualiteit;
4. dagelijkse verplichtingen; in beroep, opleiding en carrière;
5. sociale activiteiten: het ondernemen van activiteiten en het gebruik maken van een sociaal netwerk.
Deze basisgebieden zijn een voorwaarde om de positierollen te vervullen. Er zijn in de directe interactie met
andere mensen vele positierolien te onderscheiden, bijvoorbeeld partner, echtgenoot, ouder, kind, familielid,
gezinslid, buur, vriend, werkgever, collega, hulpverlener, vrijwilliger, winkelier, scholier, verenigingslid,
buurtbewoner, dorpsgenoot, ect. De positierolien bepalen de verwachtingen die aan de statusrol gesteld kunnen
worden en de basiselementen vormen de voorwaarden voor het vervullen van positierolien.
Met behulp van de deficiénties in het uitvoeren van de basisgebieden kan worden vastgesteld in hoeverre
positierolien al dan niet worden uitgevoerd en daardoor al dan niet voidaan wordt aan de verwachtingen passend
bij de ontwikkelde status. De discrepantie die hierbij naar voren treedt markeert de mate van maatschappelijke
desintegratie. Deze discrepantie zou opgevuld worden met (psychiatrisch) ziektegedrag, zoals ziekte wordt
gezien als vervangend voor sociaal functioneren. De achterliggende théorie is de théorie van het sociaal
homeostase-mechanisme. De sociale homeostase théorie van Querido (1956) stelt kort samengevat, dat de
mens in interactie met zijn omgeving zoekt naar een evenwicht zowel op somatisch als sociaal gebied. Verstoring
van het evenwicht heeft altijd een compensatie mechanisme tot gevolg, zij het door de omgeving, zij het door de
persoon zelf. In het theoretisch model van Querido wordt ziekte opgevat in termen van functieverlies en herstel in
termen van functiewinst.
Samenvattend: de cliëntcarrière kan beschreven worden als de ontwikkeling en verandering van het
rolfunctioneren in de tijd. Het rolfunctioneren kan beschreven worden aan de hand van gedragsobservaties, c.q.
uitvoering van handelingen in elk der vijf basisgebieden. De ontwikkeling kan beschreven worden aan de hand
van fluctuates binnen de basisgebieden, dan wel op net nivo van de basisgebieden.
4. DERNITIES GEBIEDEN SOCIALE ROLVERVULLING
(SOCIAL ROLE PERFORMANCE DOMAINS)
1. Verzorging: zelfverzorging en verzorging van anderen. Aan de zelfverzorging kunnen worden onderkend: de
persoonlijke hygiène, de verzorging van de kleding, de regelmaat van en de verzorging van de voeding, het
dagritme en de eigen omgeving. Bij de verzorging van anderen gaat het om wat de persoon doet in de
verzorging van anderen. Het gaat hierin om functies in de huishouding, onder te verdelen in planning,
financieel beheer en verzorging van het huis, eten koken, kleren verstellen, etc. en daarnaast de voorziening
van het levensonderhoud via het verwerven van het inkomen.
2. Steun geven : aan ouders, belangrijke anderen, partner en gezin. Aan het steun geven kunnen de aspecten
hechting, probleemoplossend vermogen, conflictoplossend vermogen en steun geven worden onderkend. Er
is sprake van een relatie met anderen in de vorm van een binding waarin deze het steun geven ten uitvoer
brengt. Nagegaan moet worden naar welke anderen het steun geven wordt uitgevoerd. Het gaat om de steun
die gegeven wordt en niet om de steun die verkregen wordt.
3. Sexualiteit: ontwikkeling van sexualiteit en vervulling van sexualiteit. Hieronder wordt begrepen het
onderkennen van een sexuele identiteit, een keuze voor een ander van een bepaalde sexe, het onderhouden
van een al of niet stabiele sexuele relatie met een ander, het bepalen van een eigen opstelling daarin en het
onderkennen en accepteren van de wensen van de ander. Daamaast kan er al dan niet in het kader van een
stabiele relatie uiting gegeven worden aan de sexualiteit.
4. Daglijkse verplichtingen: in beroep, opleiding en carrière. Onder het domain dagelijkse verplichtingen wordt
begrepen het hebben van een gestructureerde daginvulling. Deze daginvulling kan plaatsvinden binnen de
opleiding, het beroep of een beschermde werkomgeving. Van belang is dat de client aan het beroep of aan de
vervulde dagelijkse verplichtingen een identiteit ontleent en verantwoording moet afdragen aan anderen.
5. Sociale activiteiten: het ondernemen van sociale activiteiten en het gebruik maken van een sociaal netwerk.
Onder de sociale activiteiten wordt ten eerste verstaan het kunnen gebruikmaken en aanspreken van een
sociaal en nominaal netwerk. Concreet kan gedacht worden aan het omgaan met familieleden (sociaal
netwerk), contacten met anderen in de vrije tijd in gestructureerd verband van bijvoorbeeld een vereniging
(nominaal netwerk), het omgaan met anderen (nominaal netwerk), het gebruik maken van relaties (extended
netwerk). Ten tweede gaat het om het soort activiteiten dat de client ontplooit in zijn vrije tijd, dus buiten de
bovenbeschreven dagelijkse verplichtingen om. Het gaat daarbij om die activiteiten die de client met een
zekere vrijblijvendheid onderneemt, en waar hij geen verantwoording naar anderen voor hoeft af te leggen. We
onderscheiden solitaire bezigheden, zowel passief als actief. Verder bezigheden samen met anderen, die




Het instrument bestaat uit twee delen:
a. deel een, waarin een navraag naar de hulpvraagcarrière en waarin de huidige maatschappelijke positie wordt
beschreven;
b. deel twee, waarin de rolvervulling en rolontwikkeling wordt geïnventariseerd aan de hand van verscheidene
items;
c. ieder basisgebied bevat een doorvraagsectie, waarin de rolontwikkeling verder wordt uitgediept; -
d. een samenvattende sectie, waarin een globaal oordeel wordt gevraagd.
ad a.) Deel een. Hierin worden de huidige status- en positierollen en de status- en positierollen bij aanvang van
de hulpvraagcarrière nagevraagd. Tevens wordt in deze sectie de hulpvraagcarrière zowel binnen als
buiten de G.G.Z. geïnventariseerd. Deze informatie is te beschouwen als achtergrondinformatie t.b.v.
voorlopige conclusies.
ad b.) Het algemeen oordeel over het basisgebied. In het onderzoek richten we onze aandacht allereerst op
datgene wat de client in de bovengenoemde 5 basisgebieden - verzorging, hechting en steun,
sexualiteit, dagelijkse verplichtingen. sociale activiteiten - in het heden daadwerkelijk doet. Dit wordt
nagevraagd onder de sectie 'algemeen oordeel ". In deze sectie wordt het absolute oordeel over een
aantal gedragingen gevraagd. Bij gedragsobservaties onderkent men wat iemand doet en hoe iemand
iets doet. Gedrags-(c.q "rol") verwachtingen worden bepaald zowel door het "wat" als het "hoe". Het "wat'
betekent: voert iemand iets in het basisgebied uit. Het "hoe" betekent: doet iemand het gevraagde met
een zekere regelmaat, heeft iemand aansporing nodig, moet hij/zij continu gecorrigeerd worden? Ieder
item kent een uitwerking van deze twee dimensies. Per vraag wordt een advies gegeven waarin
aangegeven wordt wanneer "ja" of "neen" of "niet relevant" kan worden gescoord.
Doorvragen. Een aantal vragen van het algemeen oordeel worden met "neen" of "niet relevant"
beantwoord. De client voert dan een bepaald aspect van de rol niet uit, of heeft problemen met de
uitvoering. Om na te gaan hoe de client zelf, de omgeving en de hulpverlener tegen het al dan niet
uitvoeren van de handeling aankijken, wordt alleen bij de niet volledig/adequaat uKgevoerde gedragingen
doorgevraagd.
ad c.) De ontwikkeling van de basisgebieden. In de ontwikkeling van de basisgebieden wordt wederom
uitgegaan van de handelingen die de client in het heden niet optimaal vervult. Gevraagd wordt de wijze
waarop het gedrag in het heden wordt urtgevoerd te vergelijken met de wijze waarop dit gedrag in het
verieden in te omschrijven périodes is uitgevoerd. Vervolgens wordt nagegaan of zich in het verleden
périodes van stagnatie of terugval hebben voorgedaan. Drie patronen worden onderscheiden:
1. Stagnatie: nooit verder gekomen.
2. Tijdelijke terugval met onvolledig herstel: is bijgetrokken.
3. Continue terugval: terugval met stagnatie op een lager nivo.
Met de vraag wat de oorzaak is van de stagnatie c.q. tijdelijke terugval wordt geïnformeerd naar de reden
waarom de hulpverlener vindt dat er sprake is daarvan. Een antwoord kan zijn: client werd opgenomen in
het psychiathsch ziekenhuis wegens een psychotische decompensatie en verzorgde zichzeff in die
période niet". Later is herstel opgetreden maar de zelfverzorging is nog steeds gebrekkig. Als de
terugval meer continu van aard is, of indien er sprake is van een langdurige stagnatie in de ontwikkeling
van het basisgebied, wordt gevraagd op welke leeftijd en in welke levensfase dit "verval" heeft
plaatsgevonden.
add.) Samenvatting. Hierin wordt de samenhang tussen de uitgevoerde status en positierollen en het
functioneren binnen de verschillende basisgebieden nagegaan. Kort samengevat vindt interactie met
andere mensen op een aantal gebieden plaats. Het functioneren in deze gebieden kan in detail
beschreven worden in het heden: de huidige rolvervulling en meer globaal in het verleden: de
rolontwikkeling. Per basisgebied zijn er ten aanzien van rolvervulling een aantal handelingen of
gedragingen herkenbaar, en ten aanzien van rolontwikkeling een aantal typeringen te onderscheiden.
Per basisgebied wordt dit apart toegelicht (§ 6 e.v. van deze handleiding). Tenslotte wordt in een
afrondende sectie een globaal oordeel gevraagd over de huidige rolvervulling en wordt een samenvatting
gegeven van de ontwikkeling op verschillende basisgebieden. Indien er problemen zijn wordt hierop in de
doorvraagsectie verder ingegaan. De toelichting van deze vragen wordt aan het einde van deze
handleiding gegeven. Na een korte schets te hebben gegeven van de huidige plaats van de client in de
maatschappij door middel van een beschrijving van status- en positierollen wordt het huidig functioneren
en de ontwikkeling in tien secties aan de hand van items uitgevraagd. Niet allé vragen zijn op iedereen
van toepassing. De items zijn gegroepeerd binnen de vijf genoemde basisgebieden waarin roluitvoering
plaatsvindt. De secties "algemeen oordeel" zijn op iedereen van toepassing. Bij die aspecten, waar in het
algemeen oordeel is geconstaleerd dat het functioneren niet optimaal is wordt doorgevraagd in hoeverre
de geconstateerde lacune een probleem is voor de client, omgeving of hulpverlener. Ook de ontwikkeling
van een bepaald basisgebied hoeft alleen dan ingevuld te worden als het huidig functioneren binnen dat
basisgebied niet optimaal is. Dit stramien geldt voor elk basisgebied. De lijst wordt afgerond met een
korte samenvatting van zowel het huidig functioneren als de ontwikkeling.
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e. ITEM BESCHRIJVINGEN :j" M-JTi
DEEL EEN: SOCIALE INTEGRATE
Inleiding Voorafgaand aan de inventarisatie van de rolvervulling in de vijf basisgebieden wordt ter
verduidelijking van de achtergrond van de client een korte schets van de huidige status- en
I positierollen en de status- en positierollen bij aanvang van de hulpvraag gevraagd, na een
inventarisatie van enkele algemene demografische gegevens als "opwarmer" (deze zijn immers
reeds verwerkt bij de algemene inventarisatie in de intake).
INSLUITCRITERIUM:
ITEM 01 : HOOFDGROEP p jonge (< 30) ongehuwde man bij aanvang van hulp
p jonge (< 30) ongehuwde vrouw bij aanvang van hulp
•' '" " "' "v '*>•"• "•'•*' :•" "•"5*' ''^ p oudere (> 40) gehuwde man bij aanvang van hulp













INVENTARISATIE DEMOGRAFISCHE GEGEVENS BIJ






leeftijd bij aanvang hulpvraag
burgerlijke staat bij aanvang hulpvraag
geslacht bij aanvang hulpvraag
samenstelling huishouden
bij aanvang hulpvraag
werksituatie bij aanvang hulpvraag
ITEM 02 703/04 Huidige sociale context: de volgende kaart wordt voorgelegd:
KAART SOCIALE CONTEXT
De sociale context bestaat uit mensen met wie u in het dagelijks leven omgaat. Dit kunnen bijvoorbeeld
lamilieleden. vrienden of mensen van het werk zijn. Het gaat erom dat u de mensen noemt die u de laatste maand















































mensen van het werk
huisarts, maatschappelijk werk,
specialisten in het ziekenhuis etc
overigen
ITEM 02 Wie heeft u de laatste maand gezien?
ITEM 03 Wie heeft u de laatste maand telefonisch gesproken?




ITEM 05 Levensfase NU:
Hiertoe wordt een algemene beschrijving van de levenssltuatie op dit moment gevraagd. Hoe oud
is client, woont client nog thuis, is hij/zij schoolgaand of al getrouwd met kinderen. Dan volgt een
plaatsing in een der levensfasen vgl. de definities (S. Krauss in: Adult development, the
differentiation of experience, 1979 en Daniel Levinson: Tijdperken in het leven van een man,
1978):
(01) woege /ei/gc* 0-12 jaar, voor de pubertijd, heeft nog geen complexere sociale verant-
woordelijkheden, gaat om met leeftijdgenoten met geringe verplichtingen en veel bewegings-
ruimte. Nog beperkte of geen verantwoordelijkheden binnen het gezin en geen eigen
verantwoordelijkheid ten aanzien van het voorzien van de basisbehoeften, nog geen sexuele
keuze.
(02) preado/escenf: 12-16 jaar, nog thuiswonend, in de bescherming van het gezin, c.q. van zorg
van anderen afhankelijk; enige eigen verantwoordelijkheid binnen het gezin, een eerste
sexuele keuze. Voor meningsvorming en bepaling eigen grenzen nog van anderen
afhankelijk (ouders, gezinsvervangende zorg e.d). In deze période vindt de definitieve
: - persoonlijkheids-vorming plaats. Een stagnatie in deze fase kan alleen geconstateerd
worden als aan geen van de aspecten van zeHstandige persoonlijkheids-ontwikkeling ooit
aan de orde zijn gekomen.
(03) acfo/escenf/e : 16-20 jaar, nog thuiswonend, maar met eigen verantwoordelijkheid in het gezin
ten aanzien van het voorzien van basisbehoeften, période van persoonlijke ontwikkeling en
experimenteren met eigen sexualiteit en grenzen. Er is nog geen duidelijke keuze ten
aanzien van beroep en maatschappelijke positie. In deze période wordt het
persoonlijkheidstype gevormd. Discrepanties tussen verwachtingen en mogelijkheden leiden
in deze période tot als heftig ervaren stress. De adolescente is doorgaans de fase waarin
een eerste decompensatie plaatsvindt.
(04) I'rosge vo/wassen/ie/d : 20-30 jaar, de basis voor de volwassen identrtert wordt in deze fase
gelegd, keuzen worden gemaakt: huwelijk, werkkring, woonplaats en levensstijl, het is een
tijd waarin vele verplichtingen nagekomen moeten worden en waarin een bijdrage wordt
geleverd aan de instandhouding van de soort: verwekken en opvoeden van kinderen, arbeid
in dienst stellen van de économie en het opbouwen van een plaats binnen de maatschappij.
De identiteit wordt in deze période gevormd, individuels behoeften worden uitgekristalliseerd.
In deze période wordt een keuze gemaakt naar aard en inhoud van een binding met een
ander. Na uittesten van de eigen mogelijkheden wordt een aanzet gemaakt in een carrière.
Verwachtingen vanuK het ouderlijk gezin gesteld, moeten worden waargemaakt, hetgeen tot
conflicten kan leiden.
(05) wioege m/dcfefcare vo/wassenhe/d : 30-40 jaar, dit wordt aangegeven als de période waarin de
verdere consolidatie en uitbouw plaatsvindt van de plaats binnen de maatschappij, het
aanschaffen van een huis, krijgen en opvoeden van kinderen, er treedt een aanpassing aan
een stabiele srtuatie op. De positie die men in de maatschapij inneemt stabiliseert in deze
levensfase. Veranderingen zijn in deze levensfase minder gemakkelijk aan te brengen.
(06) m/dWe cris/s 40-45 jaar, na een période van consolidatie treedt doorgaans weer een période
van veranderingen op, de verantwoordelijkheden binnen het gezin nemen af (orndat de
kinderen hun eigen verantwoordelijkheden overnemen en uit huis gaan), zodat een
herbezinning plaatsvindt over de eigen positie in de maatschapij. De midlife crisis betreft de
afronding van een période van opbouw en een evaluatie daarvan met eventueel een
verandering naar een andere positie binnen de maatschappij.
(07) /afere m/dde/bare vo/ivassen/ie/d : 45-65 jaar, na de herbezinning treedt ofwel een période
van verdere opbouw en uitbouw van de mogelijkheden op, al naar gelang het bereikte succès
in de vroege middelbare volwassenheid. Dit is de période waarin leidinggevende posities
worden verworven, dan wel een eerste aanzet tot het afbouwen van de maatschappelijke
positie wordt gezet. De verantwoordelijkheden binnen het gezin nemen af, de zorgen blijven
echter nog.
(10) ouderdom : 65+ hierin vindt een afbouw plaats van de positie in de maatschappij, zowel die
als ouder, als die in de arbeidssituatie. Ten gevolge van lichamelijke aftakeling treedt later
afhankelijkheid op.
ITEM 06/07 Beschrijving status- en positierollen nu:
ITEM 06 Onder statusrol wordt begrepen de typering die aan iemand gegeven wordt als je beschrijft wat
hij/zij "is" in een bepaalde levensfase, zoals bijvoorbeeld "jongere man", de "oudere vrouw". DU is
een typering die op iedereen toepasbaar is. De onderzoeker / hulpverlener kan dit zelf toekennen.
ITEM 07 Onder positierollen worden duurzaam verkregen rollen in het dagelijks leven begrepen, zoals
"gehuwde", "buschauffeur", maar ook "vader"; rollen waaraan je verwachtingen stelt. Dit is een
typering die men verwerft. In deze vraag wordt geïnformeerd naar een schets van een aantal te
objectiveren gegevens, zoals burgerlijke staat, geslacht en leeftijd, vervolgens naar de




Een standaard kaart wordt voorgelegd:
KAART POSITIEROLLEN
Positierollen zijn roller die mensen in het dagelijks leven hebben. Het gaat over de plaats die u ten
opzichte van iemand anders inneemt. U bent bijvoorbeeld partner (van uw man), kind (van uw ouders)






















U kunt als hulpmiddel gebruik maken van het zinnetje: "Ik
































ITEM 08 Beleving positierollen nu: een Likert schaal met keuzemogelijkheden lopend van 0-7.
ITEM 09 Discrepanties tussen verwachtingen en de vervulling status en positierollen nu: dit is een open
vraag welke ten behoeve van het case report wordt gesteld.
ITEM 10 Hulpvraag op dit moment zoals door de client zelf wordt verwoord.
ITEM 11 Psychiatrische diagnose nu.
ITEM 12 Eventuele somatische diagnose nu.
ITEM 13 Jaar aanvang: aanvang hulpvraagcarriàre: jaar, installing en soort behandeling wordt gevraagd.
Toelichting: met behulp van de inlormatie van het dossier wordt de aanvang van de
hulpvraagcarrière gedefinieerd als het eerste contact bij de GGZ.
ITEM 14 Sociale context bij aanvang van de hulpvraag - voor zover terug te halen. <Onbekend> invullen
als de client of de hulpverlener onduidelijke antwoorden geett.
ITEM 15 Levensfase bij aanvang hulpvraaggeschiedenis. Met behulp van ITEM 08 <Jaar aanvang>, en
demografische gegevens aanvang & levenssituatie aanvang wordt de levensfase bij aanvang
bepaald, volgens de definities van ITEM 02: Hiertoe wordt een algemene beschrijving van de
levens situatie rond aanvang van hulp gevraagd. Hoe oud was client, woonde client nog thuis, was
hij/ zij schoolgaand of al getrouwd met kinderen. Dan volgt een plaatsing in een van de
levensfasen.
ITEM 16/17 Status- en positierollen bij aanvang hulpvraag - toelichting: de status- en positierollen rond de
aanvang van de hulpvraagcarrière worden gevraagd om te vergelijken met de status- en
positierollen in het heden om de hypothèse te toetsen dat gedurende de psychiatrische carrière
hier weinig verandering in komt. Het gaat in deze vraag met om interprétâmes, maar om gegevens
uit het dossier of via de client verworven.
ITEM 18 Discrepanties tussen verwachtingen en vervulling status- en positierollen bij aanvang van de
hulpvraag: dit is een open vraag welke ten behoeve van het case report wordt gesteld.
ITEM 19 Hulpvraag zoals deze bij aanvang van de hulp volgens de dossiergegevens door de client zelf
werd verwoord.




* DEEL TWEE: SOCIALE HOLVERVULLING - . , , , , „
DOMEIN 1 Subdomein ZELFVERZORGING. In dit domein gaat het om dichotome items, met een
onderliggende veronderstelling van continutteit. De scoringen per item zijn attijd gebaseerd op 3
ankerpunten (te beoordelen aan de hand van uitspraken over wat iemand doet). Eén waarin het
"resultaat" wordt beschreven en twee waarin de wijze waarop het resultaat wordt bereikt, wordt
beschreven. De score is van toepassing als sprake is van 2 van de 3 uitspraken, mits niet anders
vermeld is. De scores "neen" , "niet relevant', of "geen beroep gedaan op* zoveel mogelijk via
doorvragen vermijden.
DOMEIN 1 ZELFVERZORGING - inleidende vraag: wat doet u aan zelfverzorging / hoe verzorgt u zichzelf;
indien we kijken naar de laatste maand. In deze sectie moet expliciet worden gevraagd of de client
de handeling in het kader van de zelfverzorging doet. Het al dan niet adequaat doen wordt
afgemeten aan wat de client doet voor zichzelf. Hoewel het gaat over dezelfde handelingen als
besproken in het kader van de verzorging van anderen zijn de eisen die t.a.v. de zelfverzorging
anders (lager) dan t.a.v. de verzorging van anderen. De veronderstelling is dat de items in dit
domein een toenemende moeilijkheidsgraad kennen.
ITEM 21 Hoe vaak wast u zich per week - krijgt u wel eens opmerkingen dat u zich niet vaak genoeg wast?
Het gaat hier om de vraag of de client voldoet aan de "algemeen maatschappelijk aanvaarde
norm", niet om wat de hulpverlener denkt wat de client kan of dat de client het gezien zijn
mogelijkheden redelijk doet. Ankerpunten: , .
1e: resultaat: ziet er gewassen en verzorgd urt.
2e: wijze waarop: frequentie- dagelijks/voldoende vaak om er redelijk verzorgd en gewassen
uit te zien.
3e: wijze waarop: zelfstandigheid hoeft niet aangespoord te worden.
scoring: "ja"(1 ) als de client dit dagelijks doet, dan wel voldoende vaak om er redelijk verzorgd en
gewassen uit te zien, daarin niet aangespoord hoeft te worden, zodat de client uit
zichzelf er redelijk gewassen uitziet.
'neen'(O) als de client dit niet dagelijks doet, zichtbaar afwijkt van wat als aanvaardbaar kan
worden beschouwd, of als de client aansporing behoeft.
"niet relevant"(8) als de client, zoals bij een klinische of semimurale opname daar zelf
geen inbreng in heeft maar daarin volledig gestuurd wordt. Dit is een nuance van de
score "neen".
ITEM 22 Trekt u regelmatig scheme kleren aan - krijgt u wel eens opmerkingen van anderen dat u er
onverzorgd uitziet? Het gaat in deze vraag erom of de client zelf voor zijn kleding zorg draagt,
afhankelijk van de volgende drie ankerpunten:
1e: resultaat: er verzorgd uit zien.
2e: wijze waarop: zelfstandig doen.
3e: wijze waarop: geen aansporing nodig hebben om het te doen.
scoring: "ja" (1) als de client dit geheel zelf doet, geen aansporing nodig heeft en er verzorgd uit ziet.
'neen'(O) als de client dit wel zelf, maar niet adequaat doet, ofwel als de client dit niet volledig zelf
doet. Ten tweede "neen" als de client riekt naar dagen lang ongewassen kleren, opvalt
wegens de verkreukelde kleding. Ten derde "neen* als de client voor het op peil houden
van de kleding door omgeving of hulpverlener gewezen moet worden op zijn beperking.
"niet relevant"(8) als de client daar zelf geen aandacht aan behoeft te besteden, doordat anderen
hem helpen, doordat anderen volledig de zorg van het kleden ovememen.
ITEM 23 Houdt u uw omgeving netjes en schoon - Krijgt u wel eens opmerkingen van anderen dat uw
omgeving er vies of rommelig uitziet? Het gaat er in deze vraag weer om of de client binnen een
aanvaardbare norm aandacht heeft voor zijn eigen omgeving en er prijs op stelt dat deze er
redelijk verzorgd en netjes uitziet. In deze sectie wordt gevraagd naar het voldoen aan de
algemeen maatschappelijke norm, voldoet de client aan de in het algemeen als "redelijk netjes'
beschouwde norm. Scoring is afhankelijk van de volgende ankerpunten:
1 e: resultaat: omgeving ziet er netjes uit.
2«: wijze waarop: zelfstandig, client draagt er zelf zorg voor, hoeft niet te worden
aangespoord.
3«: wijze waarop: besteedt er op wekelijkse basis aandacht aan.
scoring: *ja" (1) is van toepassing als de client er zelfstandig zorg voor draagt dat zijn directe omgeving
wordt verzorgd en onderhouden. De client dient daar op wekelijkse basis aandacht aan
te besteden, heeft er oog voor en stelt het op prijs dat het er redelijk netjes uit ziet.
'neen'(O) is van toepassing als de client daar absolut geen oog voor heeft, daar zelden of nooit
aandacht aan besteedt en zijn omgeving ook verwaarioost.
"niet relevant" (8) is van toepassing als de zorg door anderen wordt overgenomen, en dit
ovememen conform de verwachting is, bijvoorbeeld omdat het gaat om een man wiens




Kunt u uw dag goed indelen; heeft u een regelmatige dagstructuur - krijgt u wel eens
opmerkingen van anderen dat u uw dag slecht indeelt? Bent u vaak te laat, vergeet u vaak
afspraken?
Hoe is uw planning op langere termijn (bijvoorbeeld het beheer van geld, of uw wekelijkse
inkopen - koopt u de juiste zaken in of heeft u soms onnodige voorraden die u toch niet
opmaakt? Krijgt u wel eens opmerkingen van anderen over hoe u uw zaakjes organiseert?
ONTWIKKELING ZELFVERZORGING - (DEZE VRAGEN UITSTELLEN TOT NA VERZORGING
ANDEREN INDIEN ER ANDEREN ZIJN OM TE VERZORGEN) Inleidende vragen: Terugkijkend
naar het moment dat u voor het eerst met de hulpverlening in contact kwam. hoe voldeed u toen
aan wat ik hierboven heb gevraagd, in vergelijking met nu?
wassen - beter gelijk slechter
aankleden - beter gelijk slechter
opruimen - beter gelijk slechter •
dag indelen - beter gelijk slechter
plannen - beter gelijk slechter
Heeft u (andere) perioden gekend waarin het bovenstaande beter ging?
Heeft u (andere) perioden gekend waarin het bovenstaande minder goed ging ?
Geef op basis van bovenstaande gegevens aan of er sprake is van stagnatie of terugval (N.B.:
OORDEEL VAN DE INTERVIEWER):
- 0 - stagnatie >--•- in welke leeftijd:
terugval, deze is: - 0 - zeer tijdelijk van aard en eenmalig (enige maanden daarna
verbeterdj.
. : . . . „ , . . - 0 - zeer tijdelijk van aard en recidiverend (iedere keer enige maanden
daarna beter).
- 0 - tijdelijk van aard (niet langer dan een jaar een terugval)
- 0 - voorbijgaand van aard (meer dan een jaar nodig voor herstel)
- 0 - continu van aard.
In welke levensperiode zijn de bovengenoemde problemen manifest geworden?
*stagnatie"(3) als de ontwikkeling op een onvolledige nivo is blijven steken, er een levensfase,
période of moment aanwijsbaar is waarin dat gebeurd is en zich daarna geen verdere
ontwikkeling heeft voltrokken.
"terugval tijdelijk"(2) als de ontwikkeling zich tot het normale nivo heeft voltrokken, een terugval
heeft plaatsgevonden, maar het huidige nivo hoger is dan op het moment van terugval
(minder beperkingen).
"terugval continuai) als de ontwikkeling zich tot het normale nivo heeft voltrokken, een
terugval heeft plaatsgevonden, maar het huidige nivo niet hoger is (evenveel of meer
beperkingen) dan op het moment van terugval.
In welke levensperiode zijn de bovengenoemde problemen manifest geworden?
GEEF EEN BESCHRIJVING VAN HET BELOOP (T.B.V. HET CASE REPORT)
SUBDOMEIN VERZORGING ANDEREN. ANKERPUNTEN Inleidende vraag: wat doet u aan de
verzorging van anderen, indien we kijken naar de laatste maand. In dit deelgebied gaat het
erom of een client meer of minder doet dan men van hem verwacht. Het gaat vooral erom of de
indruk wordt opgedaan dat er sprake van is dat de client minder, evenveel of meer doet dan
men van hem verwacht. Dat kan minder zijn dan hij in het verleden deed, of dan de client zou
doen als hij zich niet ziek, depressief of anderzins niet gezond "zou voelen". Het gaat in dit
basisgebied om materiële verzorging van anderen, het gaat niet om emotioneel getinte "zorg"
voor anderen, die komt in het steun geven aan de orde. In dit domein gaat het om het bepalen
van de mate van inzet in de verzorging van anderen. Er is geen veronderstelling over een
toenemende moeilijkheid.
SUBDOMEIN VERZORGING ANDEREN - inleidende vragen: Wilt u nogmaals in hat kort
herhalen met wie u het huishouden deelt? Indien "geen anderen", waarom niet?
Wat doet u daadwerkelijk in het huishouden (1) - Maakt u het nuis schoon - Vindt u dat u hier
voldoende aandacht aan besteedt? Vinden anderen dat ook ?
sconngen te weinig (0) - voldoende (1 ) - te veel (2)
Wat doet u daadwerkelijk in het huishouden (2) - Besteedt u aandacht aan het onderhoud -
Vindt u dat u hier voldoende aandacht aan besteedt? Vinden anderen dat ook ?
scoringen te weinig (0) - voldoende (1 ) - te veel (2)
Hoe deelt u de gezamenlijke taken in, plant u dit samen met anderen of bedenkt nu wat u over
een kwartier gaat doen? Vindt u dat u hier voldoende aandacht aan besteedt? Vinden anderen
dat ook? scoringen te weinig (0) • voldoende (1 ) - te veel (2)
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ITEM 32 Plant u (eventueel samen met anderen) op langere termijn de wekelijkse inkopen en beheert u
samen het geld? Vindt u dat u hier voldoende aandacht aan besteedt? Vinden anderen dat ook?
scoringen te weinig (0) - voldoende (1 ) • te veel (2)
ITEM 33 Wat verwachten degene waarmee u leeft van u? LIKERT SCHAAL;
• t-4. (0) " anderen verwachten dat ik (bijna) allés doe.
(1) - anderen verwachten dat ik het grootste deel doe, maar helpen wel eens mee.
• >•' * (2) - anderen verwachten dat we de taken gelijkwaardig verdelen. . ' *
' (3) - anderen verwachten niets, maar desondanks doe ik wel wat.
(4) - anderen verwachten niets, en ik doe ook niets.
DOMEIN 1 SUBDOMEIN VERZORGING ANDEREN ONTWIKKELING - Inleiding: Welke anderen had u bij
aanvang van de hulpveriening te verzorgen (benoemen)? Terugkijkend naar het moment dat u
voor het eerst met de hulpveriening in contact kwam, hoe voldeed u toen aan wat ik hierboven
heb gevraagd?
Het schoonmaken van het huis - beter gelijk slechter
Het doen van taken in de huishouding - beter gelijk slechter
De planning van de dag, eventueel samen met anderen - beter gelijk slechter
De planning op langere termijn - beter gelijk slechter
Heeft u (andere) perioden gekend waarin het bovenstaande beter ging?
Heeft u (andere) perioden gekend waarin het bovenstaande minder goed ging?
ITEM 34 Geef op basis van bovenstaande gegevens aan of er sprake is van stagnatie of terugval (N.B.:
OORDEEL VAN DE INTERVIEWER):
- 0 - stagnatie >—- in welke leeftijd:
terugval, deze is: - 0 - zeer tijdelijk van aard en eenmalig (enige maanden daama
verbeterd)
' - 0 - zeer tijdelijk van aard en recidiverend (iedere keer enige maanden
daama beter)
- 0 - tijdelijk van aard (niet langer dan een jaar een terugval)
- 0 - voorbijgaand van aard (meer dan een jaar nodig voor herstel)
- 0 - continu van aard
scoring: "stagnatie"(3) als de ontwikkeling op een onvolledige nivo is blijven steken, er een levensfase.
période of moment aanwijsbaar is waarin dat gebeurd is en zich daama geen verdere
ontwikkeling heeft voltrokken.
"terugval tijdelijk"(2) als de ontwikkeling zich tot het normale nivo heeft voltrokken, een terugval
heeft plaatsgevonden, maar het huidige nivo hoger is dan op het moment van terugval
(minder beperkingen).
terugval continu'(1) als de ontwikkeling zich tot het normale nivo heeft voltrokken, een
terugval heeft plaatsgevonden, maar het huidige nivo niet hoger is (evenveel of meer
beperkingen) dan op het moment van terugval.
ITEM 35 In welke levensperiode zijn de bovengenoemde problemen manifest geworden?
GEEF EEN BESCHRIJVING VAN HET BELOOP (T.B.V. HET CASE REPORT)
DOMEIN 2 STEUN GEVEN Het steun geven hangt samen met de mogelijkheid om de steun te tonen: aan
wie wordt daadwerkelijk steun gegeven. Als definrtie geldt:
"Het tonen van een verbondenheid met de ander, het zowel praktisch als persoonlijk delen en
overnemen van verantwoordelijkheid van de ander waaraan steun wordt gegeven en het helpen
problemen op te lossen"(therapeutic role domain, F. Ivan Nye, 1976).
Dit basisgebied omvat een aantal abstracte gegevens. Voordat de roi besproken wordt zal
enige discussie en toelichting nodig zijn om het eens te worden of datgene wat de hulpverlener
onder steun geven verstaat ook voor de onderzoekers geldt. Deelaspecten van steun zijn in
toenemende mate van complexiteit, c.q een toenemende moeilijkheidsgraad:
1. Het geven van praktische hulp.
2. Hechting: het tonen van verbondheid (attachment) en van vertrouwen. Drt kan expliciet
gebeuren (actief), dan wel niet expliciet (uit gewoonte, passief).
3. Probleemoplossen: luisteren, het luisteren naar problemen, het zoeken naar een
oplossing en het kunnen aandragen van oplossingsstrategieèn om het probleem op te
lossen.
4. Conflictoplossen: het onderkennen van tegenstellingen en het bij een ruzie bijdragen aan
het oplossen van de tegenstellingen.
1, 2 en 3 vallen onder de definitie van "therapeutic role*- Ivan Nye, 1976. Conflictoplossen is
toegevoegd, omdat dit een bij het probleemoplossen horende dimensie is waar bij de doelgroep
frequent problemen optreden.
Uitleg aan client: Bij het steun geven gaat het om uw dagelijkse relaties in het gezin, met de
ouders, in een werksituatie, of met belangrijke anderen. Het gaat er vooral om of uw omgang
met anderen al dan niet "soepel" verioopt en of zich regelmatig problemen voordoen.
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Inleidende vragen: Kunt u mensen noemen waar u enige steun aan geeft, of die voor u
belangrijk zijn? (Bij geen antwoord: noem eens de mensen waarmee u regelmatig omgaat,
namen van mensen die in u opkomen, die u bijvootbeeld een verhuisbaricht zou sturen). Indien
"geen andaren", waarom niet?
ANKERPUNTEN. In dK basisgabied gaat het gaat erom een globaal oordeel van da eigenschap
te krijgen in de omgang met anderen, waarbij er sprake is van een persoonlijke relatie, d.w.z.,
naar belangrijke personen in het netwerk. Het gaat er niet om exact aan te geven naar welke
personen wel en welke niet. Ten tweede gaat het erom dat de eigenschap geuit wordt.
Bijvoorbeeld iemand die een verzorgend beroep heeft, waarin de vier ankerpunten voldoende
aan bod komen, maar a.e.a. naar belangrijke personen binnen het netwerk niet laat blijkan zal
een score "weinig" of "nauwelijks of niet" meekrijgen. In dit domain gaat het om dichotome
items, met een onderliggende veronderstelling van continuîteit. In de eerste drie items geldt:
"vaak"(3) als twee van de drie ankerpunten naar de meeste belangrijke personen binnen het
netwerk worden geuit.
*regelmatig"(2) als twee van de drie ankerpunten naar sommige belangrijke personen binnen het
netwerk wel en naar anderen niet worden geuit.
"weinig"(1) als een van da drie ankerpunten naar maar enkele belangrijke personen binnen het
netwerk wel en naar anderen niet worden geuit.
"nauwelijks of niet"(O) als maar een enkel van da vier ankerpunten naar maar enkele personen
binnen het netwerk wel en naar anderen niet worden geuit.
Doet u wel eens iets voor anderen? Zo ja, wat? (Het gaat in deze vraag vooral om praktische
zaken, b.v. een klus in het nuis doen, boodschappen doen voor een bejaarde buurvrouw, e.d.).
Doet u dat vaak? LIKERT SCHAAL: vaak- regelmatig-soms-zelden-nooit
Ondersteuning kent de volgende drie ankerpunten:
1e het geven van praktische hulp
2e het geven van materiële hulp
3e het verbaal laten blijken van ondersteuning
(passief) Voelt u zich aan anderen gehecht? Heeft u dat gevoel vaak- regelmatig-soms-zelden-
nooit?
Passieve hechting kent de volgende drie ankerpunten:
1e het openlijk tonen van verbondenheid
2e het urten van emotionele warmte
3e het open zijn naar anderen toe
(actief hechting) Hoe laat u dit blijken? (Laat u dK jejf duidelijk blijken, of komt het initiatief meer
van anderen?). Laat u dat zelf vaak- regelmatig-soms-zelden-nooit blijken?
Actieve hechting kent de volgende drie ankerpunten:
1 e het voelen van verbondenheid, erbij horen, zonder dat expliciet te tonen
2e andere mensen belangrijk vinden, mensen kunnen aanduiden die belangrijk zijn
3e het tonen van vertrouwen
ANKERPUNTEN. Voor de volgende twee Kerns, omdat deze vier ankerpunten kennen, geldt:
*vaak"(3) als drie van de vier ankerpunten naar de meeste belangrijke personen binnen het
netwerk worden geuK.
*regelmatig"(2) als twee van de vier ankerpunten sommige belangrijke personen binnen het
netwerk wel en naar anderen niet worden geuK.
"weinig"(1) als twee van de vier ankerpunten naar maar enkele belangrijke personen binnen het
netwerk wel en naar anderen niet worden geuit.
"nauwelijks of niet'(O) als maar een enkel van de vier ankerpunten naar maar enkele personen
binnen het netwerk wel en naar anderen niet worden geuit.
Lost u in het dagelijks leven wel eens problemen op voor en in de relatie met anderen? Wat voor
soort problemen zijn dat? Doet u dat vaak vaak- regelmatig-soms-zelden-nooit?
Probleemoplossen kent de volgende vier ankerpunten:
1 e het luisteren naar problemen
2e het zoeken naar oplossingen
3e het aandragen van reële oplossingsstrategiêen
4e het actief bijdragen aan de oplossing
Lost u wel eens ruzies of conflicten op voor en in de relatie met anderen? Wai voor soon
conflicten zijn dat? Met wie?
Conflictoplossen kent de volgende vier ankerpunten:
1e het onderkennen van tegenstellingen
2e het in ruzie zoeken naar oplossingen
3e het in ruzie aandragen van reéle oplossingen










ONTWIKKELING STEUN GEVEN: Terugkijkend naar het moment dat u voor het eerst met de
hulpverlening in contact kwam, wie waren toen voor u belangrijk, aan wie gaf u steun? (Bij geen
antwoord: noem eens de mensen waarmee u toen regelmatig omgmg. namen van mensen die in
u opkomen, die u bijvoorbeeld een verhuisbericht zou hebben gestuurd.
INTERVIEWER: bespreek de diepgang van de relatie; is sprake van een persoonlijke band?).
Terugkijkend naar het moment dat u voor het eerst met de hulpverlening in contact kwam, hoe
voldeed u toen aan wat ik hierboven heb gevraagd?
doen van praktische dingen voor anderen
het laten beleven van gehechtheid aan anderen (passief)
het laten blijken van gehechtheid aan anderen (actief)
problemen oplossen in relatie met anderen
conllicten/ruzies oplossen in relatie met anderen
Heeft u (andere) perioden gekend waarin het bovenstaande beter ging?
Heeft u (andere) perioden gekend waarin het bovenstaande minder goed ging?
- beter gelijk slechter
- beter gelijk slechter
- beter gelijk slechter
- beter gelijk slechter
- beter gelijk slechter
Geef op basis van bovenstaande gegevens aan of er sprake is van
stagnatie of terugval (N.B.: OORDEEL VAN DE INTERVIEWER):
- 0 - stagnatie >— in welke leeftijd:
terugval, deze is: - 0 - zeer tijdelijk van aard en eenmalig (enige maanden daarna
, . . . . . - verbeterd)
• 0 - zeer tijdelijk van aard en recidiverend (iedere keer enige maanden
... . daama beter)
- 0 - tijdelijk van aard (niet langer dan een jaar een terugval)
- 0 - voorbijgaand van aard (meer dan een jaar nodig voor herstel)
- 0 - continu van aard
In welke levensperiode zijn de bovengenoemde problemen manifest geworden?
GEEF EEN BESCHRIJVING VAN HET BELOOP (T-B.V. HET CASE REPORT)
SEXUALITEIT EN INTIMITEIT In dit deelgebied is het belangrijk het "ijs eerst te breken". Stel
daartoe enkele inleidende vragen, zoals: ik wil het nu met u hebben over hoe u met sexualiteit
en intimiteit omgaat. Allereerst wil ik weten of u dit een moeilijk onderwerp vindt. (Geef een
informatlekaart). Hieronder wordt begrepen het hebben van een relatie met een sexuele dan wel
een intieme beleving. Verder speelt een roi de keuze voor een ander van een bepaalde sexe,
het onderhouden van een al of niet stabiele sexuele relatie met een ander, het bepalen van een
eigen opstelling daarin en het onderkennen en accepteren van de wensen van de ander. Aan de
hand van een open omschrijving van de huidige sexuele relatie wordt besproken of de client in
een bepaalde ontwikkelingsnrvo geplaatst kan worden. In de discussie moet er op gelet worden
dat dit wel op een objectieve wijze gebeurt. Dat wil zeggen dat dit niet wordt bepaald aan de
hand van de levensfase waarin de client zich bevindt, maar aan de hand van de omschrijving
van de sexualiteitsbeleving.
ANKERPUNTEN. In dit domain gaat het om nominale items, zonder een onderliggende
veronderstelling van continuiteit.







Hoe ziet de relatie er uit
er is sprake van:
1. een relatie in het kader van een huwelijk/samenwonen
2. een relatie die reeds meer dan twaalf maanden duurt
3. een relatie die minder dan twaalf maanden duurt
4. van nogal vluchtige en nogal eens wisselende contacten
Urting geven aan sexualiteit - Welke van de volgende uitspraken is op u van toepassing is:
1. ik kom nu niet toe aan enige sexuele uiting, ook niet aan
zelfbevrediging.
2. ik kom nu alleen toe aan zelfbevrediging.
3. in mijn sexuele activrtert gaat het meer om de daad dan om de
band die ik met de ander heb, maar ik kom daar wel toe.
4. in mijn sexuele contacten gaat het mij vooral om het strelen, de
intimiteit en niet zozeer om de lichamelijkheid, "de daad".
5. in mijn sexuele contacten gaat het zowel om de intimiteit als
om de lichamelijkheid, ik kom ook aan beide toe.
De veronderstelling is dat dit item een toenemende moelijkheidsgraad kent.
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ITEM 46 Problemen in de uiting van sexualiteit / neen / ja, welke?
Er is sprake van:
. - 1 - afkerigheid of weerzin ,^,,
„ , •_•< - 2 - angst/beladenheid , - ,^,yf-
• . . , ,• - 3 - instrumentaliteit (te weinig intîmrtert, de
lichamelijkheid is (te) belangrijk) ._ •'
- 4 - fysieke beperkingen
' '••• ' - 5 - komt niet toe aan gewenste frequentie ~«« ^ • '•" ' - ,?k. iv-
- 6 - andere problemen:
DOMEIN 3 ONTWIKKELING SEXUALITEIT EN INTIMITEIT- Inleidende vragen: Heeft u in het verleden oolt
perioden met problemen gehad in de uiting van uw sexualiteit? Welke problemen? Welke
perioden in uw leven? Heeft u er toen hulp voor gezocht? Terugkijkend naar het moment dat u
voor het eerst met de hulpverlening in contact kwam, hoe werd de uiting van de sexualiteit toen
beleefd?
- 0 - prettiger - 0 - even goed als nu - 0 - minder prettig
Hoe gaf u in de période rond uw eerste hulpvraag uiting aan uw sexualiteit (bijvoorbeeld u heeft
zojuist genoemd "...."?)
Heeft u (andere) perioden gekend waarin u minder toekwam aan de uiting van uw sexualiteit ?
Heeft u (andere) perioden gekend waarin u meer toekwam aan de uiting van uw sexualiteit ?
ITEM 47 Geef op basis van bovenstaande gegevens aan of er sprake is van stagnatie of terugval (N.B.:
OORDEEL VAN DE INTERVIEWER):
• 0 - stagnatie > — in welke leeftijd:
terugval, deze is: - 0 - zeer tijdelijk van aard en eenmalig (enige maanden daarna
verbeterd)
- 0 - zeer tijdelijk van aard en recidiverend (iedere keer enige maanden
daamabeter)
... - 0 - tijdelijk van aard (niet langer dan een jaar een terugval)
. - 0 - voorbijgaand van aard (meer dan een jaar nodig voor herstel)
.. . « ,! - 0 - continu van aard.
ITEM 48 In welke levensperiode zijn de bovengenoemde problemen manifest geworden?
GEEF EEN BESCHRIJVING VAN HET BELCOP (T.B.V. HET CASE REPORT)
DOMEIN 4 DAGELIJKSE VERPLICHTINGEN Onder dagelijkse verplichtingen wordt begrepen het hebben
van een gestructureerde daginvulling in een locatie in samenwerking met anderen. Er wordt
niet mee bedoeld dat de vervulling leidt tot het verwerven van inkomen. Belangrijkste critérium
is dat de dagstructurering mede door anderen waarmee men al of niet samenwerkt wordt
bepaald. Er moet met anderen rekening worden gehouden en voldaan worden aan een aantal
verwachtingen die de arbeidssituatie stelt.
- Uitleg client: Onder dagelijkse verplichtingen wordt verstaan die activiteiten, waarvoor
verantwoording naar een of meer anderen dient te worden afgelegd. Dit kan zijn in het kader
van een al dan niet gestructureerd werkverband. Het kan ook zijn het kader van het
samenleven in een gezin of andere vorm van langerdurende samenwoning. Het zijn die
activiteiten waar ieder mens zijn eigenwaarde en identrteit aan ontleent, door te zeggen "ik ben:
" ". Allereerst gaan we in op de situatie van de laatste maand. Inleidende
vragen: Wat doet u overdag?
< in het geheel niets / opleiding / huishouden / vrijwilligerswerk / beroep > Hoeveel tijd besteedt
u hieraan ? Gestructureerde dagbesteding is: > ... uur.
TEN BEHOEVE VAN HET CASE REPORT: Als u geen dagelijkse verplichtingen of bezigheden
heeft, waarom niet? Wat betekent het niet hebben van dagelijkse verplichtingen of bezigheden
voor u? Als u wel dagelijkse verplichtingen hebt zou ik u willen vragen of u de volgende
vermogens hebt, en als er problemen zijn aan wie dat ligt: aan uzelf of aan anderen? .
ANKERPUNTEN. In dit domein wordt allereerst gevraagd of er sprake is van problemen in het
voldoen aan verwachtingen op een specifiek item. Het is artijd gerelateerd aan de werksrtuatie,
voldoet de client aan de verwachtingen die in zijn werksrtuatie, dan wel - als huisvrouw in de
thuissituatie - aan hem of haar gesteld worden. We kunnen twee subdimensies onderscheiden
gerelateerd aan werk: a) lukt het om taken te vervullen en b) lukt het om de taken in een goede
samenwerking met anderen te vervullen. De veronderstelling is dat de items in dit domein een
toenemende moeilijkheidsgraad kennen. Ten tweede willen we t.b.v. het case report weten
waar de oorzaak van "onvoldoende functioneren" op een item ligt. In dit domein gaat het om
dichotome items, met een onderliggende veronderstelling van continuïteit.
ITEM 49 Handigheid: bent u wel/niet handig? / doorvraag t.b.v. het case report: als het problemen
oplevert, aan wie ligt dat dan? "neen" als de client problemen heeft op het gebied van praktische
vaardigheden, niet handig genoeg is.
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ITEM 50 De hoeveelheid werk: kan wel/ niet aan / doorvraag: als het problemen oplevert, aan wie ligt dat
dan? "neen" als de client de urtvoenng van de dagelijkse verplichtingen zwaar valt en de client
geen continuiteit hierin kan aanbrengen, het voortdurend niet af krijgt "omdat het te veel is".
ITEM 51 De indeling van het werk: wel/geen probleem / doorvraag: idem "neen" als als de client niet goed
op lange termijn kan plannen en datgene wat van de client verwacht wordt (of dit nu het
huishouden of werktaken zijn) niet afkrijgt.
ITEM 52 Kunt u goed omgaan met gelijken/ doorvraag: idem "neen" als de client problemen heeft in de
omgang met collega's binnen de werksituatie, medescholieren en opleiders binnen de
opleidingssituatie of gezinsleden, partner binnen de thuissituatie, al naar gelang wat van
toepassing is (opleiding, beroep of huishouden). », ., ;. . . , ; < . , , , ,V ÏW
ITEM 53 Kunt u goed omgaan met mensen boven/onder u/ doorvraag: idem "neen" als de client
problemen heeft in het in de gaten houden van de hiérarchie in de samenwerking met collega's
binnen de werksituatie, medescholieren en opleiders binnen de opleidingssituatie of
gezinsleden, of in de omgang met de partner binnen de thuissituatie, al naar gelang wat van
toepassing is (opleiding beroep of huishouden).
ITEM 54 Kunt u problemen of confliden op het werk aan/ doorvraag: idem "neen' als de client regelmatig
arbeidsconflicten heeft (n.b. het gaat niet erom of hij de schuld heeft, dan wel anderen, het gaat
erom dat de client ze heeft).
DOMEIN 5 ONTWIKKELING DAGELIJKSE VERPLICHTINGEN - Terugkijkend naar de période dat u voor
het eerst met de hulpverlening in contact kwam, hoe voldeed u toen aan wat ik hierboven heb
gevraagd?
handigheid - beter gelijk slechter
het aankunnen van de hoeveelheid werk - beter gelijk slechter
de indeling van het werk ' - beter gelijk slechter
de omgang met gelijken - beter gelijk slechter
de omgang met mensen boven of onder u - beter gelijk slechter
het oplossen van problemen of conflicten op het werk - beter gelijk slechter
Heeft u (andere) perioden gekend waarin u minder toekwam aan de urting van uw sexualrtert?
Heeft u (andere) perioden gekend waarin u meer toekwam aan de urting van uw sexualitert?
ITEM 55 Geef op basis van bovenstaande gegevens aan of er sprake is van stagnatie of terugval (N.B.:
OORDEEL VAN DE INTERVIEWER):
- 0 - stagnatie >— in welke leeftijd:
terugval, deze is: - 0 - zeer tijdelijk van aard en eenmalig (enige maanden daarna
verbeterd)
- 0 - zeer tijdelijk van aard en recidiverend (iedere keer enige maanden
daama beter)
- 0 - tijdelijk van aard (niet langer dan een jaar een terugval)
- 0 - voorbijgaand van aard (meer dan een jaar nodig voor herstel)
- 0 - continu van aard.
ITEM 56 In welke levensperiode zijn de bovengenoemde problemen manifest geworden?
GEEF EEN BESCHRIJVING VAN HET BELOOP (T.B.V. HET CASE REPORT)
DOMEIN 5 SOCIALE ACTIVITEITEN - Onder sociale activiteiten wordt verstaan het kunnen gebruik maken
en aanspreken van familie, vrienden, kennissen, vrienden van vrienden en relaties binnen o.a.
een verenigingsverband. Vrije tijdsinvulling kan een basis kan zijn voor het opdoen van een
netwerk. Om het beeld van de client rond te krijgen zullen wel enkele aanvullende vragen over
de vrijetijdsinvulling gesteld worden. Concreet kan gedacht worden aan het omgaan met
familieleden en belangrijke vrienden, het gebruik maken van en de omgang met relaties en
vrienden van vrienden. Voor onze vraagstelling is verder van belang in hoeverre de client
gebruik maakt van zijn omgeving. In dit basisgebied wordt als defintie de'recreative role' vgl.
Ivan Nye aangehouden: 'd/e acf/W/e/f d/e n/'ef va/f onder de dage/yVse verp//c/>r/ng en d/e
gencnf /s op onfspann/nj of re/tonfp/oo«ng, of op de omganj mef anderen op informe/a bas/s".
Uitleg client: in het hiernavolgende wil ik het er met u over hebben hoe u uw vrije tijd invult en
wat u in uw vrije tijd onderneemt. Het gaat daarbij om die activiteiten die u met een zekere
vrijblijvendheid onderneemt, en waar u geen verantwoording naar anderen voor hoeft af te
leggen. Welke activiteiten heeft u zoal de laatste week ondernomen (bij weinig response), of de
laatste maand?
ANKERPUNTEN. In dit domein gaat het om dichotome items, met een onderliggende
vooronderstelling van continuiteit. leder item staat los van de vorige. De items zijn
geformuleerd met een toenemende moeilijkheidsgraad. Voor het instrument t.b.v. de
hulpverlener gaat het erom een oordeel te geven over wat de hulpverlener vindt t.a.v. het















Ik verveel me/doe vaak niets zelden(0)-soms(1)-regelmatig(2)-vaak(3)(2-3-iaJO-1-neen) ; , • ; - , :
Ik besteed mijn vrije tijd alleen -
* met passieve beagheden zelden(0)-soms( 1 )-regelmatig(2)-vaak(3) (2-3-)a A> I -neen)
Ik besteed mijn vrije bjd alleen -
' met meer acbeve dngen zekJen(O)- soms<1 )-regelmatig(2)-vaak(3) (2-3-ja / 0-1-n*en)
Ik ondemeem actnHteiton samen
m e t a n d e r e n : •"• --•
' h e t g a a t e r m i j o m i e t s l e d s g Q , . ••- ' " - , : . - " -•••-• > , i - o i . ; - . "
m e t w i e m a a k t m i j n i e t u i t ' ^ * ••••,.. ••"•--• j a / n e e n
Ik ondemeem acbviteilen samen
m e t a n d e r e n " • * • " ' • . ' " " . " • ' . " ' • • ' . ' "
* het oaat er mi om samen met andsren -.- * :;•>; Ws;^*-> "• > ?
ietstedoen, ikdoehetommensen • »•>•• .=
le leren kennen -r:;-. : f . j , , ja/neen •.- s , .>.•'••••->••
Ik ondameam aciivitaitan samen
m e t a n d e r e n • •" •' • " • • ' * * • • • • ' - . • • - • • • • - •
* de contacten zjn wederzijds, andaren vindan •
het cok leuk samen met mij lets to doen ja/neen ,••« •«.
Ondameemt u uw (de client zijn )acbvilaitan op eigen initiate!
Ljkert schaal vaak- regelma&g-soms-zelden-ncoit
Komt u (de client) hierbij builenshuis
Likert schaal: vaak- regelmatig-soms-zelden-nooit
ONTW1KKELING SOCIALE ACTIVITEITEN -
Terugkijkend naar het moment dat u hat eerst met da hUpvenening in contact kwam, hoe vokJeed u loen aan wat
ik hierboven heb gevraagd''
Ik verveelde me, deed vaak niets meer gelijk minder
toen vulde ik mijn bjd alleen •• . . :•••••:•••, ;
* met passieve bezigheden meer gelijk minder
* met meer acteve dngen meer geli|k minder
Ik ondemam actvileiten samen met anderen
' het ging er mij om lets te d2âD, meer gelijk minder
met wie maakta mij niet uit
' het ging er mq om samen met andaran
iets Is doen, ik deed het om mensen le leren kennen meer gelijk minder
* ds contacten waren wederzifds. andsran vonden
het ook leuk samen met mij lets te doen meer gelijk minder
deed u deze actvteitsn op eigen initiabef meer gelijk minder
kwam u hierbij buitenshuis meer gelijk minder
Heeft u (andere) penoden gekend waarin u minder toekwam aan de uitng van uw sociale
activileitsn ?
Heeft u (andere) pehodsn gekend waarin u meer toekwam aan de u«ng van uw sociale
activiteiten?
Geef op basis van bovenstaande gegevens aan of er sprake is van stagnatie of terugval (N.B.:
OORDEEL VAN DE INTERVIEWER):
- 0 - stagnatie >— in welke leeftijd:
terugval, deze is: - 0 - zeer tijdelijk van aard en eenmalig (enige maanden daarna
verbeterd)
- 0 - zeer tijdelijk van aard en recidiverond (iedere keer enige maanden
daama beter)
- 0 - tijdelijk van aard (niet langer dan een jaar een terugval)
- 0 - voorbijgaand van aard (meer dan een jaar nodig voor herstel)
- 0 - continu van aard.
In welke levensperiode zijn de bovengenoemde problemen manifest geworden?
GEEF EEN BESCHRIJVING VAN HET BELOOP (T-B.V. HET CASE REPORT)
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SAMENVATTENDE SECTIE (ACHTERPAGINA INSTRUMENT) , •
GLOBAAL OORDEEL HUIDIG FUNCTIONEREN
In de samenvatting gaat het erom een graad van emst van het dysfunctioneren op de verschillende
basisgebieden te geven.
Scoring:
"geen/zelden problemen" als geconstateerd kan worden dat er vrijwel geen problennen/
beperkingen zijn en het genoemde basisgebied geen aandachtspunt voor de
hulpverlening is.
"soms problemen en hulp nodig, meestal niet" als geconstateerd kan worden dat er wel problemen/
beperkingen zijn en het genoennde basisgebied aandachtspunt voor de hulpverlening
is, maar niet centraal staat in de hulpverlening.
"meestal serieuze problemen, veel hulp nodig" als geconstateerd kan worden dat er wel
problemen/beperkingen zijn, het genoemde basisgebied aandachtspunt voor de
hulpverlening is en ook centraal staat in de hulpverlening.















soms, en beetje hulp nodig (2)
veel ernstige problemen, wel enige rorvervulling vaak hulp (3)
vrijwel geen rolinvuling (4)
niet relevant/ niet te beoordelen / n.v.t. (8; missing value)
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APPENDIX III - THE QUESTIONNAIRE ITEMS (IN DUTCH)
De items zoals deze in de vragenlijst-versie, welke werd toegepast in de hoofdstudie, worden gegeven * ' **
(de "final draft").
DEEL EEN ACHTERGRONDEN EN STATUS EN POSITIEROLLEN J2 .
t . •• - PERSONALIA : . ! ,..
leeftijd ;
burgerlijke staat _ ongehuwd / ongehuwd / gescheiden / weduwe _,» ' ,..
geslacht _man/vrouw
samenstelling huishouden _ alleen / samenwonend / alleen met kinderen / samenwonend
met kinderen
werksrtuatie benoemen: . . . .
2. PERSONALIA BIJ AANVANG
leeftijd bij aanvang hulpvraag: ...jr.
burgerlijke staat bij aanvang hulpvraag _ ongehuwd / ongehuwd / gescheiden / weduwe
geslacht bij aanvang hulpvraag _ man / vrouw
samenstelling huishouden bij aanvang hulpvraag _ alleen / samenwonend / alleen met
kinderen / samenwonend met kinderen
werksituatie bij aanvang hulpvraag _ benoemen:
3. Groepindeling volgens insluitcriteria .
4. Uw sociale contacten (Interviewer: toon kaart 1): ,/_. " ...
_ Wie heeft u de laatste maand gezien?
Wie heeft u de laatste maand telefonisch gesproken?
Zijn er voor u belangrijke mensen die u de laatste maand noch gezien noch telefonisch
gesproken heeft?
5. (Interviewer) Geef een beschrijving van de huidige levensfase van de client.
8. (Interviewer) Geef een beschrijving van de huidige statusrol van de client.
7. (Interviewer: toon kaart 2) _ Welke rollen zijn op u van toepassing? U kunt zich dat beter
voorstellen door te zeggen " ik ben "
8. Heeft u problemen in de uitvoering van deze rollen?_ (geen (1 ) ...veal (7)) (geef een cijfer).
9. (Interviewer) Geef een beschrijving van de discrepanties tussen verwachtingen en de
vervulling status en positierollen op dit moment
_ Benoemen:
_ Zijn dit er: geen (1 ) enkele (2) tamelijk veel (3) erg veel (4).
10. Waarom bent u nu gekomen ( met welke vraag).
11. Psychiatrische diagnose: _ DSM-IIIR: _._._.._._
12. Somatische diagnose: _benoemen:
13. Medische voorgeschiedenis:
jaar eerste behandeling bij een GGZ installing:
installing Jntra (1) semi (2) extra (3)
behandeling:
14. Sociale context bij aanvang van de hulpvraag: met wie ging u om toen u voor het eerst in zorg
kwam?
15. (Interviewer) Geef een beschrijving van de levensfase bij aanvang hulpvraaggeschiedenis.
16. (Interviewer) Geef een beschrijving van de status- en positierollen bij aanvang hulpvraag.
17. (Interviewer) Geef een beschrijving van de discrepanties tussen verwachtingen en vervulling
status en positierollen bij aanvang van de hulpvraag.
18. Hoe is de hulpvraag bij aanvang van de zorg in het dossier beschreven?
19. Wat was de psychiatrische diagnose bij aanvang van de hulpvraaggeschiedenis?
DSM-IIIR:
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ZELFVERZORGING .:, L_. . ' _ . -
20. Wat doet u aan zelfverzorging / hoe verzorgt u zichzelf; indien we kijken naar de laatste maand.
2 1 . Hoe vaak wast u zich per week - Krijgt u wel eens opmerkingen dat u zich niet vaak genoeg wast?
22. Trekt u regelmatig schone kleren aan - Krijgt u wel eens opmerkingen van anderen dat u er
onverzorgd uitziet?
23. Houdt u uw omgeving netjes en schoon - Krijgt u wel eens opmerkingen van anderen dat uw
omgeving er vies of rommelig uitziet?
24. Kunt u uw dag goed indelen; heeft u een regelmatige dagstructuur - Krijgt u wel eens opmerkingen
van anderen dat u uw dag slecht indeelt? Bent u vaak te laat, vergeet u vaak afspraken?
25. Terugkijkend naar het moment dat u voor het eerst met de hulpverlening in contact kwam. hoe
voldeed u toen aan wat ik hierboven heb gevraagd, in vergelijking met nu?
26. Geef op basis van bovenstaande gegevens aan of er sprake is van stagnatie of terugval.
27. In welke levensperiode zijn de bovengenoemde problemen manifest geworden?
VERZORGING ANDEREN
28. Wat doet u aan de verzorging van anderen, indien we kijken naar de laatste maand?
29. Wat doet u daadwerkelijk in het huishouden (1) (schoonmaken, etc.)?
30. Wat doet u daadwerkelijk in het huishouden (2)?
31 . Hoe deelt u de gezamenlijke taken in, plant u dit samen met anderen of bedenkt nu wat u over een
kwartier gaat doen? Vindt u dat u hier voldoende aandacht aan besteedt? Vinden anderen dat ook?
31. Plant u (eventueel samen met anderen) op langere termijn de wekelijkse inkopen en beheert u
samen het geld? Vindt u dat u hier voldoende aandacht aan besteedt? Vinden anderen dat ook?
32. Wat verwachten degene waarmee u leefl van u?
33. Welke anderen had u bij aanvang van de hulpverlening te verzorgen? Noemen. Terugkijkend naar
het moment dat u voor het eerst met de hulpverlening in contact kwam, hoe voldeed u toen aan wat
ik hierboven heb gevraagd?
34. Heeft u (andere) perioden gekend waarin het bovenstaande beter ging?
35. Heeft u (andere) perioden gekend waarin het bovenstaande minder goed ging?
36. Geef op basis van bovenstaande gegevens aan of er sprake is van stagnatie of terugval.
37. In welke levensperiode zijn de bovengenoemde problemen manifest geworden?
STEUN GEVEN
38. Kunt u mensen noemen waar u enige steun aan geefl, of die voor u belangrijk zijn?
39. Doet u wel eens iets voor anderen? Zo ja, wat ? (Het gaat in deze vraag vooral om praktische zaken,
b.v. een klus in het huis doen, boodschappen doen voor een bejaarde buurvrouw , e.d.). Doet u dat
vaak?
40. Voelt u zich aan anderen gehecht?
41. Hoe laat u dit blijken?
42. Lost u in het dagelijks leven wel eens problemen op voor en in de relatie met anderen? Wat voor
soort problemen zijn dat?
43. Lost u wel eens ruzies of conflicten op voor en in de relatie met anderen? Wat voor soort conflicten
zijn dat? Met wie?
44.. Terugkijkend naar het moment dat u voor het eerst met de hulpverlening in contact kwam, hoe
voldeed u toen aan wat ik hierboven heb gevraagd, in vergelijking met nu?
45. Geef op basis van bovenstaande gegevens aan of er sprake is van stagnatie of terugval.
46. In welke levensperiode zijn de bovengenoemde problemen manifest geworden?
SEXUALITEIT EN INTIMITEIT
Inleidende vraag, bijvoorbeeld: ik wil het nu met u hebben over hoe u met sexualiteit en intimiteit
omgaat. Allereerst wil ik weten of u dit een moeilijk onderwerp vindt.
47. Keuze sexe van de partner
48. Hoe ziet de relatie er urt? Er is sprake van (duur weergeven):
49. Uiting geven aan sexualiteit.
50. Problemen in de uiting van sexualiteit.
51 . Heed u in het verieden ooit perioden met problemen gehad in de uiting van uw sexualiteit? Welke
problemen? Welke perioden in uw leven? Heeft u er toen hulp voor gezocht? Terugkijkend naar het
moment dat u voor het eerst met de hulpverlening in contact kwam, hoe werd de uiting van de
sexualiteit toen beleefd? Heeft u (andere) perioden gekend waarin u minder toekwam aan de uiting
van uw sexualiteit? Heeft u (andere) perioden gekend waarin u meer toekwam aan de uiting van uw
sexualiteit?
52. Geef op basis van bovenstaande gegevens aan of er sprake is van stagnatie of terugval.
53. In welke levensperiode zijn de bovengenoemde problemen manifest geworden?
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DAGELIJKSE VERPLICHTINGEN -.«to ,«•«£- •;;
Ç£._ , Inleidende vraag: Onder dagelijkse verplichtingen wordl verstaan die activiteiten, waarvoor
^ . " verantwoording naar een of meer anderen dient te worden afgelegd. Dit kan zijn in het kader van een
. ,_ ' al dan niet gestructureerd werkverband. Het kan ook zijn het kader van het samenleven in een gezin
of andere vorm van langerdurende samenwoning. Het zijn die activiteiten waar ieder mens zijn
eigenwaarde en identiteit aan ontleent, door te zeggen "ik ben: " *. Allereerst gaan
., we in op de situatie van de laatste maand. Inleidende vragen: Wat doet u overdag?
handigheid: bent u wel/ niet handig? / doorvraag: als het problemen opievert, aan wie ligt dat dan?
de hoeveelheid werk: kan wel/ niet aan / doorvraag: als het problemen opievert, aan wie ligt dat dan?
67. . de indeling van het wertc wel/ geen probleenV doorvraag: als het problemen opievert, aan wie ligt dat
dan?
kunt u goed omgaan met gelijken/ doorvraag: als het problemen opievert, aan wie ligt dat dan?
kunt u goed omgaan met mensen boven/onder u/ doorvraag: als het problemen opievert, aan wie ligt
dat dan?
60. kunt u problemen of conflicten op het werk aan/ doorvraag: als het problemen opievert, aan wie ligt
dat dan?
0 1 . Terugkijkend naar het moment dat u voor het eerst met de hulpverlening in contact kwam, hoe
., voldeed u toen aan wat ik hierboven heb gevraagd, in vergelijking met nu?
62. Geef op basis van bovenstaande gegevens aan of er sprake is van stagnatie of terugval.
63. In welke levensperiode zijn de bovengenoemde problemen manifest geworden?
SOCIALE ACTIVITEITEN ^ . . . . , • , . . . - . . , . , .
64. In het hiernavolgende wil ik het er met u over hebben hoe u uw vrije tijd invurt en wat u in uw vrije tijd
. ...,., onderneemt. Het gaat daarbij om die activiteiten die u met een zekere vrijblijvendheid onderneemt,
en waar u geen verantwoording naar anderen voor hoeft af te leggen. Welke activiteiten heeft u zoal
de laatste week ondernomen (bij weinig response), of de laatste maand? Welk van de volgende
uitspraken is op u van toepassing (geef op alien aan of dat zelden, dan wel vaker op u van
toepassing is)
65. Ik verveel me/ doe vaak niets.
66. Ik besteed mij vrije tijd alleen - met passieve bezigheden.
67. Ik besteed mij vrije tijd alleen - met meer actieve dingen.
68. Ik onderneem activiteiten samen met anderen.
* het gaat er mij om iets te doen. met wie maakt mij niet uit.
60. Ik onderneem activiteiten samen met anderen.
* het gaat er mij om samen met anderen iets te doen, ik doe het om mensen te leren kennen.
70. Ik onderneem activiteiten samen met anderen.
* de contacten zijn wederzijds, anderen vinden het ook leuk samen met mij iets te doen.
7 1 . Onderneemt u uw activiteiten op eigen initiatief?
72. Komt u hierbij buitenshuis?
73. Terugkijkend naar het moment dat u voor het eerst met de hulpverlening in contact kwam, hoe
voldeed u toen aan wat ik hierboven heb gevraagd. in vergelijking met nu?
74. Geef op basis van bovenstaande gegevens aan of er sprake is van stagnatie of terugval.
75. In welke levensperiode zijn de bovengenoemde problemen manifest geworden?
SAMENVATTENDE SCORING / STANDAARD KEUZEMOGELIJKHEDEN:
76. zeffverzorging / verz. anderen - geen / zelden problemen(1)
77. steun geven - soms problemen en beetje hulp nodig (2)
78. sexualiteit • veel emstige problemen, wel enige
rolvervulling, vaak hulp nodig(3)
79. daginvulling - vrijwel geen rolvervuling (4)
80. sociale activiteiten • niet relevant / niet te beoordelen / n.v.t.
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APPENDIX IV - CASE REPORT
Onderstaand verslag is in twee rondes nabesproken: allereerst met de hulpverlener, later met samen met
hulpverlener en cliente. Aanvullingen uit de verschillende gesprekken worden apart weergegeven. Het
onderstaande verslag is door haarzelf gezien, gecorrigeerd en geannonymiseerd voor zij toestemming gaf ter
publicatie in het proefschrift.
Earata interview, deal 1; aehtergronden, statut- an potitlerollen: Schets achtergrond: het
betreft een 29-jarige ongehuwde vrouw, die op 20-jarige leetiijd voor het eerst hulp heeft gezocht, met als
klachten angst en problemen in contact leggen. Ze heeft in haar opleidng en haar levenssituatie verscheidene
teleurstellingen te verwerken gehad. Geboren in Nederland heeft ze een groot deel van haar jeugd in de tropen
doorgebracht. Oit maakt dat zij zich altijd een vreemdeling voelt, en moeilijk aansluiting krijgt. Eenmaal terug in
Nederland heeft ze verscheidene opleidingen afgebroken. Steeds met andere redenen. Na 3,5 jaar een opleiding
gevolgd te hebben, heeft zij deze opleiding in het praktijkjaar moeten afbreken. (79-'82). Na twee jaar een andere
opleiding tot medisch secretaresse gevolgd te hebben brak zij ook deze opleiding af (zelf) na een operatie te
hebben ondergaan, maar ook wegens het gegeven dat haar toenmalige partner kanker had ('82-83). Deze heeft
zij de twee daaropvolgende jaren verzorgd. Vervolgens heeft ze een derde opleiding gevolgd, waar zij wegens
angst en contactproblemen na korte tijd weer werd ontslagen ('85). In de tussentijd heeft zij wegens
angstklachten in '83 hulp gezocht bij de GGZ. team Kortdurende Hulpverlening, na korte tijd is zij verwezen naar
een psychotherapist, waar zij met een onderbreking van 6 maanden (nov '85 tot april '86) in behandeling is
geweest tot de verwijzing naar een therapeutische gemeenschap. Maart '86 heeft zij opniew hulp gezocht en
werd ze verwezen naar het psychiatrisch ziekenhuis, die niet veel verder gekomen zijn dan een inventarisatie en
haar terugverwezen naar de psychotherapuet. Zij verkoos lebruari '87 zelf een verblijf in dezelfde therapeutische
gemeenschap, waar ze na 11 maanden weer ontslagen werd en terugverwezen naar het psychiatrisch
ziekenhuis. Vevolgens is ze een half jaar weer in behandeling geweest van het psychiatrisch ziekenhuis. Eind
'88 c.q begin '89 is zij enige tijd weer opgenomen geweest in de therapeutische gemeenschap. Mei '89 heeft ze
zelf contact opgenomen met de RIAGG en is ze in ambulante zorg gekomen.
Aanvullingen h.v.: Jonge ongehuwde, alleenstaande vrouw, die het leven als alleenstaande weinig vorm kan
geven. In het contactleggen komt zij steeds dezelfde problemen tegen: zij stelt zich zeer afhankelijk op van
anderen die ze leert kennen. legt een claim en wordt vervolgens afgewezen. Omgang met alleen zijn, met
afhankelijkheid van anderen staat centraal in de behandeling. Door haar afhankelijke houding weert ze juist
mensen af.
Status- en positierollen bij aanvang: Ongehuwde alleenwonende vrouw, bezig met de afronding van de opleiding
tot kinderverzorgster. Positierollen: partner, dochter, zus, vriendin, leerling-lerares, huisgenote, huisvrouw,
cliente, buurvrouw, verenigingslid. Met de roi als lerares/leerling had ze moeite, met name in het contactleggen
en overbrengen van informatie op anderen. De roi als dochter was eveneens problematisch. Ze was er toen bang
voor, maar wist niet waardoor. Met name de rollen als huisgenote en partner waren toen leuk. De sociale context
bestond uit haar partner, enige vrienden, mensen van school (waar ze echter geen nauw contact mee had) en uit
het verenigingsleven. Met het stamgezin waren de contacten beperkt.
Status- en positierollen momenteel: Ongehuwde alleenwonende vrouw, werkend als autoverzorgster, 20 uur per
week. Positierollen: "weduwe", dochter, zus, vriendin, collega, vriendin van kennissen uit de kliniek, huisvrouw,
client, verenigingslid. Heeft met ex-partner weinig contact, heeft incidentele contacten met 2 oude bekenden uit
de kliniek, een tennispartner, een kennis die ze via school kent en met de huisarts. De hulpverlener ziet ze nog
het meeste. Het contact met deze hulpverlener is voor haar momenteel het meest belangrijke. Er is in de relatie
met de ouders wel sprake van enige betrokkenheid, maar dit is oppervlakkig. Werksituatie en sociale context
instabiel, ze heeft moeite dit in stand te houden. Ook het alleenwonen gaat haar niet goed af. Ze voelt zich nog
aen afhankelijk kind.
Aanvullingen h.v.: Qua leeftijd vroeg volwassen. Echter: geen beroepsidentiteit, geen vaste werkkring of
beroepskeuze, geen stabiliteit in persoonlijks sfeer. Zij is achter in levensfase. Zij past qua rolinvulling meer in de
adolescent». Ze voldoet niet aan de verwachtingen passend bij haar levensfase. Ervaart dit zelf ook zo: raakt de
aansluiting met leeftijdgenoten kwijt, met uitzondering van diegenen die ook in het psychiatrisch circuit zitten.
Mening h.v. over discrepanties: Voldeed bij aanvang van de hulpverlening met moeite aan de status van
ongehuwde Jong volwassen vrouw. Had een aanvang gemaakt met relatievorming en was begonnen aan
opleiding. Huidige status: qua arbeidssituatie. stabiliteit vriendenkring, afhankelijkheid van hulpverlening en
stamgezin, ongehuwde, in adolescentiefase teruggevallen jonge vrouw. Terugval secundair aan teleurstellingen
in combinatie met terugtrekgedrag.
232
APPENDIX
2. tweede interview, deal 2, sociale rolanaryse: Beperkingen in de huidige en vroegere rolvervulling.
Wat betreft de ontwikkelmg worden een aantal perioden aangegeven waarin het haar in het algemeen minder goed
ging. Tot '79 was haar leven "een grote puinhoop*. Van 79 tot '85 ging het haar beter, met een optimum tussen '83
en '84 toen ze samenwoonde. Van '85 tot '89 zeer slecht, ze kwam nauwelijks buitenshuis. was in deze période
ook verscheidene malen opgenomen in de kliniek. Van '88 tot oktober '89 ging het redelijk, maar sedert okiober

















Momenteel geen beperkingen. Dagindeling is volgens een strak stramien, maar is
op momenten wel een probleem (c.q. m.n. de daginvulling).
Ze geefl wel aan dat zij in de période '86-'89 hieraan minder aandacht schonk,
m.n. opruimen, geldbeheer en dagindeling was een probleem. Er is sprake van
tijdelijke terugval van meer dan een jaar van duur met daarna een herstel.
Geett geen beperkingen aan. Geen mening over het verleden.
Geeft zerl op dit moment niemand aan waar ze steun aan geeft. De hulpverlener
noemt twee vriendinnen, die cliente via het psychiatnsche circuit kent.
Staat wel klaar om voor anderen praktische zaken te doen, maar bij doorvragen
blijkt het niet vaak voor te komen.
Heeti een sterke betrokkenheid bij en alhankelijkheid van de hulpverlener, maar
heeft verder niemand anders die ze zelf benoemt als iemand waarmee ze zich
verbonden voelt.
Weet het niet, kan het wel tegen een vriend uiten. Bij navraag hoe ze het laat
blijken kan ze geen duidelijk antwoord geven.
Anderen helpen gaat minder moeilijk dan de eigen problemen oplossen. Ze doet
het zelden, omdat er weinig anderen zijn.
Ze voelt zich door anderen bedrogen, anderen reageren niet op wat zij wil, ze kan
met tegenstellingen niet goed urt de voeten. Ze maakt dit vaak mee, maar komt er
noort urt.
Deze geeft op de eerste drie punten dezelfde score aan, maar is wat probleem en
conflictoplossen betreft positiever - m.n. in de relatie met de twee vriendinnen, die
cliente via het psychiatrische circuit kent.
In périodes dat het haar minder ging (zie boven) deed ze wel vaker iets aan
praktisch steun geven, het blijk geven van gehechtheid was hetzelfde als nu -
problematisch (zij voelt zich afhankelijk, is gesloten en laat zelf weinig blijken). Ze
was slechter in staat om problemen en conflicten op te lossen. Er is sprake van
een continue terugval op dit gebied sedert het overlijden van de vriend (Deze
eerste vriend is de enige waar ze een hechte wederzijdse relatie mee gehad
heeft).
Stagnatie na overlijden vriend, maar ook sprake van niet goed tot bloei gekomen
zijn in de jeugd. Zij is opgegroeid in een qua persoonlijke relaties ongeïnte-
resseerd gezin. De omgang met en afhankelijkheid van anderen is een centraal
punt in de behandeling - het leren afstand te nemen van mensen die te zeer op
haar steunen en het leren zichzelf afhankelijker van anderen op te stellen.
Over het heden praat ze met enige terughoudendheid. Ze heeft wel ooit een
wederzijds als prettig ervaren relatie gehad, met de vriend die nu overleden is.
Bij het vervolginterview gaf ze aan dat ze op korte termijn hier wel aandacht aan wil
besteden, omdat zij sinds kort een nieuwe relatie aan het aanknopen is en merkt
dat ze moeite heeft een binding aan te gaan urt angst voor teleurstelling.
Er is sprake van een terugval op dit gebied sedert het overlijden van de vriend. Ze
heeft wel enige tijd later een jongen leren kennen, die relatie was meer van korte
duur, met deze heeft ze nog wel contact. In haar jeugd was sexualiteit altijd
moeilijk bespreekbaar. Altijd conflicten omdat zij zich onvoldoende gedroeg zoals
"een meisje dat hoort".
Heeft geen relatie, maar wel duidelijke wensen. Ziet op tegen nieuwe relatie
wegens angst voor verlating. Heeft in het verleden meegemaakt dat anderen haar
in de steek lieten zodra zij zelf steun vroeg in de relatie, c.q. zichzelf te
afhankelijk ging opstellen.
Stagnatie is opgetreden na overlijden vriend waar ze enkele jaren mee heeft
samengewoond. Relatievorming is wel aandachtspunt, w.b. het leggen van











Ze heeft 2 maanden gewerkt, op de ochtend van het eerste interview was ze
ontslagen. Tot die ochtend werkte ze 20- 27 uur per week. Probleem was dat ze
het tempo niet aankon. Het niet meer hebben van work ervaart ze als een ramp,
als persoonlijk falen. Allé genoemde items - handigheid, hoeveelheid werk
aankunnen, indeling van het werk, omgang met gelijken c.q. hiêrarchisch hogeren
en probleem- en conflictoplossen worden als problemen aangegeven. De eerste
drie wijt ze aan de eisen van de omgeving; de laatste drie aan zichzerf.
Ook hierin is de hulpverlener positiever. Naar zijn mening is ze wel voldoende
handig en kan ze wel de hoeveelheid werk aan, maar liggen de problemen meer op
het persoonlijk vlak. Ze is te traag om in het vrije bedrijfsleven optimaal te werken.
Ervaart haar aanpassing aan de werkdruk zerf ook als continu probleem.
Het ging op dh gebied eigenlijk altijd slecht. Het is alsof ze "te langzaam leelt*. De
enige période waarin het beter ging was najaar '88 tot oktober '89. Het ging al mis
toen ze thuis woonde. Op school moest ze altijd voldoen aan hooggespannen
verwachtingen van de ouders en hard werken. Daarna is ze een aantal zaken
begonnen die alien mislukt zijn.
Er is sprake van een stagnatie rond de afronding van opleidingen, c.q het
zerfstandig werken in het bedrijfsleven.
Vanuit het Arbeidsbureau heeft ze een maand lang een cursus gevolgd ter
voorbereiding van een inschrijving bij de MTB. In de wachtperiode daarvoor hoopt
ze bij een timmerwerkplaats bij het CKycentrum terecht te kunnen.
Ze heeft in het verleden oort op een hoger nivo gefunctioneerd en werkt nu ook
onder haar capaciteiten. Stagnatie is opgetreden bij het aangaan van
verantwoordelijkheden, zodra anderen iets van haar verwachtten. Daginvulling en
structurenng is naast de omgang met anderen ook een van de centrale punten in
de behandeling.
De laatste maand onderhield ze o.a. contacten met de ex-partner, de ouders,
vrienden en kennissen en mensen die ze via het werk, de hulpverlening en
cursussen kent.
Haar vrije tijd besteedt ze met name alleen, met passieve dingen, ze ondemeemt
wel activiteiten met anderen, waarbij het haar gaat om samen met anderen iets te
doen. Het meeste wat ze doet is op eigen initiatief, ze komt daarbij soms
buitenshuis.
In het verleden kwam ze meer tot het ondernemen van activiteiten samen met
anderen op basis van wederzijdsheid. In périodes gerakend gaat het dan met
name om de période toen de vriend nog leefde en toen ze daarna de relatie met
diegene aanging die ze nu als ex-partner beschrijft.
Qua aantal mensen heeft ze een redelijk urtgebreid network. Ze gaat om met
familieleden, vrienden, buren, collega's, mensen die ze via cursussen kent, via
groepsbijeenkomsten en in het verenigingsleven. De hulpverlener beschrijft




APPENDIX V - TABLE BOOK
TABLEBOOK - FREQUENCIES
SELFCARE
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APPENDIX VI - FORMAL MATHEMATICAL
REPRESENTATION LISREL MODEL
x = observed variables
Ci = the latent factors
6 = the unique variances are presented as circles
4>j = the correlation between the factors
Xj = the loadings of the items on the factors
0j,j = the correlation between the unique components of each i tem
In the defined model all loadings were set equal to 0, except those fixed on the
specific factors; all unique components (5) were independent, i.e.: ©x,y * €>y,x
and all factors were not equal and relaxed from the model , i.e. <Dij* Oj,j .
The proposed model is as follows:
4 X Ç 8
while <ï> jj* Ç j,j= 4> jj* ^ j,i for 1 <ij <4 (i.e., the factors Ç 1 to Ç 4 are dependent).




THE CORRECTED ITEM SUMTOTAL
CORRELATION
This was applied in the following table covering the corrected item sumtotal
correlations between the items of one scale with the sums of another scale. The
correlations with the sum of the other scales have to be at least lower than the
correlations with the own scale. The sums of the scales may also be correlated
and compared with the scale reliability, by applying Spearman's correction for
attenuation (1912) to the comparison of scale reliabilities, which leads us to the
following formula:
r, 2
' ' -' corrected correlation R = /——•= •
In this formula rj,2 represents the observed correlation between the sumscores
of the scales, and a i the Cronbach's alpha of the first scale, <X2 the Cronbach's
alpha of the second scale. This corrected measure provides information on the
true correlation between the traits represented in the scales sums, independent
of power of the intercorrelations or the hight of the different a 's. When the
scales are sufficiently independent we may hope R to be substantially smaller
than the subsequent a's. Only in n=l 1 all items are applicable, indicating that
when an item is applicable in one scale it not neccesarily is applicable in
another. Thereto, we present the number of applicable cases per item. A
limited number of variables reach p<0.05 and only 2 reach p<0.01. We present
the computations on the data of the professionals.


















































































































* sign, p< 0.05 " sign, p< 0.01
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APPENDIX
APPENDIX VIII - CALCULATION OF THE MINIMUM SIZE
In the last draft a score of less or equal than 20 is abnormal. The critical effect
size is n (<jomains)+1 : n (vars) = 6: 26 = 0.23. Throughout the main study we
deleted several items as the analyses proved they were irrelevant or not valid.
The critical effect size in the final version is however almost the same: 5:21 =
0.24. For a 80% power and a significance level of 0.05 in an one-tailed test,
having a critcal effect size of 0.24, a sample size of 105 is required (Kreamer,
1987). When we are satisfied with a power of 50%, and are dealing with a
critical effect size of 0.24, a sample size of 47 is required. This example
concerns the identification of deviance, using a Student t-test or, as in the
current study, a non-parametric rank order test (e.g. the Mann-Whitney U
measure, as in Chapters 12 and 14 of this thesis). The values of the power vary
for the various statistics we applied. In a matched sample using a correlational
measure such as Cohen's Kappa, we need a sample of 106 observations for a
80% power at a significance level of 0.05. 53 patients are sufficient for a
analysis of the interrater agreement. In most of the univariate comparisons, the
power will be fairly similar in this example. When several multi-level analyses
are applied to investigate the same psychometric characteristics, Kreamer &
Thieman (1987) proved that the sample size may be reduced impressively.
APPENDIX- IX THE STANDARIZED CRONBACH'S a
The Standarized Cronbach's a represents the reliability of sumscore of a test
by relating the item-sumtotal correlations to the number of items in a test,
after correcting for different item variances, and is based on the next formula:
_ n r where n = the number of seperate items in the scale
1 + („ _ i) ^  r = the average of all interitem correlations
a = the reliability of the total score
This formula makes it clear that the reliability of a scale depends on its internal
consistency or homogenity ( r ) and its length (n). As far as the influence of the
number of items is concerned, a small number of items measuring slightly
different aspects of the same concept with a high a is what we want. We then
know that we are measuring a single trait. But a high a is also obtained in a
scale of almost identical items. Rather, the items of a given scale should cover
distinct, but closely related aspects of the trait to be measured. With perfectly
reliable items all measuring the same thing, any one of the items would be all
what is neccesary to measure the particular dimension with a perfect
reliability. For such items the value of ( r ), and the value of a would be 1.0.
For example, asking in five ways the colour of hair provides a perfect though
irrelevant scale.
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Social roles and lifetime development
in the chronic mentally ill
A study into the reliability and validity of the Social Role Performance and
Development Inventory: an open interview-based lifetime assessment of
the social integration of chronic mentally ill.
E.O. Noorthoom van der Kruijff
Successful rehabilitation of the chronic mentally ill quite often
depends on interventions in the social environment. In this book a
sociological frame of reference is operationalized into an assess-
ment schedule: the Social Role Performance and Development
Inventory (SRPDI). The SRPDI provides a comprehensive des-
cription of the way a (chronic) mentally ill patient is embedded in
his or her social environment. The SRPDI is concerned with the
discription of the development of the social integration of
(chronic) mentally ill. It consists of two parts, each requiring a
single interview of approximately one hour. Part one is concerned
with what the patient has achieved in terms of position roles. Part
two is concerned with how the patient has achieved these roles in
terms of role performance in five domains of daily life: "taking
care", "support", "sexuality", "daily obligations" and "social acti-
vities".
Currently, the instrument is implemented in several in- and
outpatient services for chronic mentally ill throughout the
Netherlands (Nationaal Fonds Geestelijke Volksgezondheid,
grant 92#3089).
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